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HE articular and osseous types of tuber- 
culosis are probably the commonest causes 
of severe and crippling deformity. They 

are constantly reinforcing the growing army of the 
handicapped and incompetent, and there are 
many deaths on the firing line. Their favorite 
time of attack is during the years of active 
growth, and the preferred sites are the spine and 
the ends of the long bones near important joints, 
which usually become infected and distorted, 
and are often destroyed. 

This phase of the war against tuberculosis 
has enlisted the best thought and effort of san- 
itarians, social workers, philanthropists, patholo- 
gists, and clinicians for many years, and the 
success already achieved should encourage re- 
doubled efforts. It is the aim of this review to 
emphasize the peculiar problems, the strategic 
points, and the successes in this campaign. 

The literature is of formidable compass and 
is expanding rapidly. It fills many pages of Hoffa 
and Blencke’s Orthopedic Literature, 1905, and 
occupies 55 pages in Krause’s work, 1899; it is 
now so large as to be embarrassing. Senn of 
Chicago gives a résumé of the known facts with 
copious references up to 1892 in his work on 
tuberculosis of the bones and joints. An ex- 
cellent exposition of the pathology was given by 
Nichols, of Boston, 1898, from original studies, 
and more recently by Ely and Fraser. 


PATHOLOGICAL ANATOMY 


Bone is essentially connective tissue impreg- 
nated with lime salts. Its blood supply, care- 


fully studied by Lexer, is derived from nutrient 
vessels, from the vascular anastomosis around 
the joint, and from the periosteum. Bones are 
covered by periosteum, the inner cellular layer of 
which is osteogenetic. Bone-marrow may be 
red or yellow, according to the number of blood- 
forming cells present. Joints are formed of the 


component bones capped by cartilage, connected 
by fibrous capsules and ligaments, and lined with 


synovial membrane. The tubercle bacilli are 
carried to the bone-marrow, through the blood- 
vessels, and lodge in the small loops, where they 
become centers of active cell proliferation. Thus 
the tubercle is formed, which, as it contains no 
blood-vessels, soon undergoes necrosis at its 
center. Separate tuberculous centers form and 
become masses which may terminate in larger 
areas of necrosis. Granulation tissue is formed 
around the tuberculous area and may later be- 
come a firm capsule. Later in the process cold 
abscesses or sequestra may appear. Tuber- 
culous disease may occur at any point, but is 
commonest in or near an epiphysis. In the 
phalanges, however, the deposit is in the marrow 
of the shaft, and new bone is formed under the 
periosteum. Whether the invasion of a joint is 
usually primarily osseous or synovial has been 
a much disputed point. Nichols, from the 
examination of 120 excised, amputated, or autop- 
sied tuberculous joints, states that he has never 
seen a joint in which if all the bones entering the 
joint were sawed open in thin layers one or more 
old bone foci were not found. 

Most authorities believe that while the in- 
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vasion is more often osseous, synovial invasion 
does occur and more frequently in adults. Ely’s 
views have attracted much attention, and they 
seem to be a distinct advance in explaining the 
pathology and clinical picture. His opinion, 
based on the examination of specimens, is that 
the only primarily vulnerable tissues are red bone- 
marrow and the synovial membrane. Bone and 
cartilage are attacked secondarily by having 
their nutrition undermined. Nature’s cure is 
an attempt at walling off the focus and ankylosing 
the joint. When motion is abolished, red mar- 
row degenerates into yellow, and the tuberculous 
process finally comes to an end by starvation. 
Bone tuberculosis becomes joint tuberculosis 
when a focus breaks into a joint; it may, however, 
discharge itself outside or become encysted or 
absorbed. Joint effusion is secondary to syno- 
vial involvement. The histological details are 
discussed at length by Fraser, who also gives the 
necessary bibliography. It should be remem- 
bered that both bone and joint tuberculosis have 
a strong tendency to self limitation and natural 
cure, and that destructive and reparative pro- 
cesses go on side by side. 


PATHOLOGY 


The conception of a close relationship between 
pulmonary consumption and certain common 
joint and spinal diseases had made considerable 
headway before Koch made his momentous 
announcement of the discovery of a specific 
organism in 1882. Delpech called attention in 
1816 to the practical identity of pulmonary con- 
sumption and certain joint diseases. Rokitansky, 
in 1844, found tubercles in the synovial membrane 
of cases of white swelling. This was confirmed 
and elaborated by Virchow, Volkmann, and 
others. Hiiter, in 1872, and Schiiller, in 1880, 
produced characteristic infections in injured joints 
of animals after injecting tuberculous material 
into the blood. Billroth, Kénig, Krause, Lan- 
nelongue, Cheyne, and many others added great- 
ly to our knowledge of the pathology of these 
diseases. 

It has been abundantly proved that the com- 
monest form of chronic joint disease in children, 
often called strumous or scrofulous a generation 
ago, is always caused by the invasion of tubercle 
bacilli, the growth of granulomata, called tuber- 
cles, about the colonies, and the subsequent 
degenerative and regenerative changes. The 
process is essentially identical with that which 
takes place in the lungs, glands, and other organs 
when similarly invaded; the term tuberculosis 
is now almost invariably used. Tubercle bacilli 


usually may be found in the tissue of the infected 
parts, though sometimes with difficulty or in 
small numbers. Nichols says that the small 
numbers found in bone may be due to the pro- 
longed decalcification with acid. He states 
that in the pus from tuberculous abscesses the 
bacilli are usually absent, or at least not found. 

The human organism is liable to invasion by 
two types of tubercle bacilli, the human and the 
bovine; these cannot certainly be distinguished 
by their morphological characters, but must go 
through a complicated series of inoculation, 
culture, and other tests which takes several 
months. 

From Koch, who in 1897 announced his belief 
that human infection from bovine tuberculosis 
was practically negligible, to the present time 
there has been much careful investigation of this 
problem with a growing belief that bovine in- 
fection is an important source of disease, espe- 
cially in surgical tuberculosis and in children. 
The bovine bacillus is more anaérobic than the 
human, which may account in part for its greater 
prevalence in the bones, joints, and glands, and 
the lesser liability of the lungs to infection by it. 
The investigations show a great diversity in re- 
sults from the 2.5 per cent bovine found by fifteen 
authors in 163 cases of bone and joint tuberculo- 
sis collected by Millers to the 60 per cent found 
by Fraser in 7o cases in Edinburgh. These 
discrepancies, as pointed out by Fraser, may be 
closely related to an infected milk supply and to 
an early age of incidence. 

This leads easily to the much discussed ques- 
tion of the route of infection, whether by in- 
spiration or ingestion. As in children surgical 
tuberculosis predominates, in adults, pulmonary, 
it is reasonable to suppose that in the former the 
intestinal canal, in the latter the air passages, 
are the favorite routes, though the blood current 
and lungs may be infected through the abdominal 
glands. 

Mitchell of Edinburgh believes that the tonsils 
are an important portal of entry; others have 
called attention to infection through decayed 
teeth. ’ 

The evidence seems to be gaining ground that 
surgical tuberculosis in children is largely bovine 
and dependent upon an infected milk supply. 

The relative importance of an infecting agent 
and a favorable soil is also being much in- 
vestigated. Inheritance seems to be a less im- 
portant factor than it was formerly believed to be. 

Exposure to tuberculous individuals in the 
family is very common in bone tuberculosis. 
Fishberg found in a group of 692 children living 
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with consumptive parents, 65 had active tuber- 
culosis, 19 of which had tuberculosis of the 
bones. At 14 years nearly 84 per cent of this 
group reacted to the von Pirquet test. Wallace 
found in a group of 443 cases of bone and joint 
tuberculosis that 60 had been exposed to a 
pulmonary case in the family circle. 


INCIDENCE 


It has been shown that delicate and under- 
nourished children are more liable to tuberculosis; 
so bad housing, poverty, overwork, unhygienic 
conditions, lack of sunlight and fresh air, in- 
sufficient food, alcoholism in the parents, and a 
consequent general lack of vigor are important 
predisposing causes. Findlay shows that in- 
testinal catarrh renders animals more liable to 
infection after ingestion of tuberculous material, 
and Lane, Ward, and others attribute an im- 
portant réle to intestinal stasis in producing or 
aggravating joint tuberculosis. 

The relation of trauma to joint tuberculosis 
was exhaustively discussed in 1906 by Deutsch- 
lander, with many references. Most observers 
agree that the history of trauma in bone tuber- 
culosis is frequent, also that the trauma most 
apt to be followed by tuberculous infection is a 
moderate contusion rather than a trivial or a 
serious injury. Fractures, dislocations, and 
sprains are rarely followed by tuberculosis, the 
subsequent congestion and repair being unfavor- 
able to its development. 

Bauer, Sayre, and C. F. Taylor, American 
pioneers in orthopedic surgery, all taught the 
traumatic origin of the joint disease now rec- 
ognized as tuberculous. Wilson and Rosen- 
berger and other recent writers see in trauma 
little more than a “coincidental condition,” 
while Da Costa and others believe that trauma 
is often a determining cause. The question is 
intermixed with the frequency of tuberculization 
and the definitions of what constitutes an in- 
fected individual. 

Different investigators have found evidences of 
tuberculosis in from 30 to over go per cent of 
unselected autopsies. Most children of the 
working class are sensitized to tuberculosis when 
they reach 15 years, though comparatively few 
show then or later any evidence of clinical tuber- 
culosis. Some authors (Baldwin, Rau, Fishberg) 
believe that this early infection is a relative 
protection against adult disease, and cite the 
undoubted fact that children with tuberculous 
joints rarely develop phthisis. This is par- 
ticularly striking in dorsal Pott’s disease, where 
the ehild not only carries the tuberculous in- 


fection, but its breathing power is diminished by 
thoracic deformity. 

Further than this, tubercle bacilli have not 
only been often found in the circulating blood in 
active and healed bone tuberculosis (Krabbel, 
Mau) but in the tissues of apparently healthy 
individuals. If most adults are already tuber- 
culized, even if not diseased in the clinical sense, 
the preéxisting bacillary infection which makes 
a joint vulnerable to tuberculosis after a trauma 
is usually present; moreover, there appears to be 
no reason to suppose that many of these individ- 
uals in ordinary health would ever develop this 
local joint infection without the trauma; so one 
is landed not so very far from the pioneers on the 
question of the importance of trauma as a de- 
termining cause. 

The importance of ordinary dust as a means of 
transmission, except in the form of dried sputum, 
is still uncertain. 

The Hebrew race is relatively immune to 
tuberculosis; in some of the most congested 
districts of the East Side of New York the mor- 
tality from tuberculosis is far less than in certain 
districts inhabited by other races under much 
more hygienic conditions. In certain places the 
Italians are markedly immune (Montclair, N. 
J., Board of Health reports); the negro, on the 
other hand, has an increased susceptibility. 

The fear of infection in pulmonary cases has 
been excessive; Baldwin says that adults are 
very little endangered by close contact with 
open tuberculosis, and not at all in ordinary as- 
sociation. It is probable, from experience with 
nurses, physicians, and other patients in hospitals 
and dispensaries, that bone and joint tuberculo- 
sis, even when sinuses exist, is non-communicable. 

The following statistics are quoted from Whit- 
man. In 13,308 cases of tuberculosis of the bones 
and joints the — 


Vertebrex were affected in............... 42 per cent! 
PI isc os a sicaaeee scenes sears 30 per cent 
EB isa dsnentcgsswndeecssewen 27 per cent 


In 3561 cases treated at the Hospital for Rup- 
tured and Crippled and at the Vanderbilt Clinic, 
New York — 


40 per cent were of the trunk. 
57 per cent were of the lower extremity. 
3 per cent of the upper extremity. 
At the Boston Children’s Hospital the dis- 
tribution in 3820 cases were as follows: 


Ne kn chk nods cunwenessennasent 51 per cent 
LO COI oo oi ssc cee ceesasiess 47 per cent 
RTIGT CROIOIIEG aos 0.5.6.5 0'0.40.00 05000900160 I per cent 


1In giving percentages fractions are omitted. 
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Terry and Allison report 39 per cent spinal, 
31 per cent hip, and 29 per cent all other joints, 
in over 22,000 Cases. 

From the records of the Hépital Maritime at 
Berck, Calvé reports the percentage of multiple 
cases as around fo per cent. 

In most statistics there is a considerable pre- 
ponderance of tuberculosis of the right side at 
all the joints, and the disease is somewhat more 
common in males than females. In 5461 cases 
treated at the Hospital for Ruptured and Crip- 
pled, New York, about seven-eighths were under 
14 years of age. 

Tuberculosis of bone is more frequent than is 
usually supposed; Fraser found 353 cases exclu- 
sive of spinal and joint cases: 

28 per cent were of the skull, jaw, and mastoid. 

17 per cent were of the upper extremity. 

50 per cent were of the lower extremity. 

4 per cent were of the ribs. 

Pirie found tuberculous osteomyelitis 50 times 

in 8800 X-ray cases. 


CLINICAL FEATURES 

As a rule tuberculous bone and joint disease is 
extremely insidious and it is usually mon- 
articular. At first the symptoms are mild and 
pain is absent or not marked. If in the lower 
extremity, a lameness passing off and recurring; 
if in the spine, a certain stiffness of posture and 
movement may be noted early. Muscular wast- 
ing of the affected limb, stiffness and muscular 
spasm in the joint cases, and later local swelling 
and local or referred pain may be marked; it 
occurs characteristically as night cries in children; 
when morbid products are under tension pain is 
severe. Later, abscess and sinus formation, 
intoxication, and secondary infection with pus 
germs cause general deterioration and may cause 
septic symptoms or waxy visceral changes. In 
the joint cases characteristic limitation of motion 
and deformity are striking features. Recent 
studies have confirmed C. F. Taylor’s conclusion 
of a generation ago that bony ankylosis is rare 
and late. Many cases recover with or without 
treatment and a considerable number recur. 
Ely believes that recurrences are rarer when 
abscesses have discharged, and some of the late 
German statistics show poorer results in abscess 
cases that have not discharged. 


TUBERCULOUS RHEUMATISM 
Much has been written in France by Poncet, 
Leriche, and others attempting to connect joint 
and other painful affections in tuberculous sub- 
jects with the specific irritation or infection of 


tuberculosis. Poncet tries to bring a wide range 
of affections under this category, and the matter 
has been much discussed in France and Germany 
in a voluminous literature. In the class of cases 
under consideration increase of pain and swelling 
sometimes follow the injection of tuberculin. 
The real facts in the case are not yet fully evident. 
In an experience of 6000 pulmonary cases Raw 
found no case of “tuberculous rheumatism,” 
but he has seen three cases of severe polyar- 
thritis in glands of the neck; in these the joint 
effusion produced bovine tuberculosis in test 
animals. 
_ DIAGNOSIS 

In spite of the valuable help afforded by the 
newer methods, especially the tuberculin test 
and the réntgen ray, the main reliance must still 
be on the clinical picture, which is usually suff- 
cient to justify an extremely probable diagnosis 
except in very early cases. It is probable, how- 
ever, that there are a good many cases of mild 
chronic infection of various kinds which masquer- 
ade as bone and joint tuberculosis. 

It must be confessed that mistakes in the early 
diagnosis are the rule rather than the exception 
among the profession at large. The reason why 
such a large proportion of cases are diagnosed 
and treated in general practice as “rheumatism” 
seems to be because of insufficient acquaintance 
with the clinical features of joint disease or lack of 
thoroughness in examination rather than the 
absence of laboratory tests. Ely and others have 
shown the large numbers of errors in diagnosis 
in bone and joint disease revealed by pathological 
study of specimens even in carefully observed 
cases, which is, moreover, the experience of all 
joint clinics. Cabot in a series of autopsies at 
the Massachusetts General Hospital found 17 
cases of tuberculosis of the spine in adults, only 
three of which had been diagnosed during life. 

Much of the uncertainty and confusion in 
diagnosis arise from the failure to realize clearly 
just what it is that one wishes to find out. There 
are different kinds and refinements of diagnosis. 
One must first locate the lesion. This is not 
always as easy as it sounds, for in Pott’s disease 
we may have pain in the abdomen or legs, in hip 
disease pain in the knee. Having located the 
disease, one must ascertain what tissues are 
affected, where and how much, whether the 
disease involves the joint, is in the neighboring 
bone, or in the soft parts. Then one must 
diagnose the pathology of the affection, and 
whether it is active or healed. One must also 
consider whether the lesion fully accounts for 
the symptoms. Brackett in an admirable paper 
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emphasizes the following important points: 
Tuberculous bone and joint disease is usually 
unifocal, remissions are usual, development 
slow, residual symptoms persistent, pain not 
prominent, swelling synovial, temperature nor- 
mal or nearly so, except in cases with secondary 
pus infections. 

A clear réntgen plate gives valuable informa- 
tion, but a poor plate is often misleading. One 
should remember that even a good plate may re- 
quire expert reading, and that a plate is often 
negative in early cases, though it will usually 
show bone atrophy. 

A plate is often misleading on the question of 
ankylosis. Unless individual trabecule can be 
traced from bone to bone, the diagnosis of bony 
ankylosis, or even of mobility, cannot be made 
from the réntgen plate. The fluoroscope is not 
only valueless but misleading in joint work. 

Tuberculin brought in contact with the tis- 
sues causes a specific reaction in human beings 
who have or have had local tuberculosis. The 
commonest tests are the Calmette conjunctival 
test, the von Pirquet vaccination test, and the 
Moro inunction test. The Calmette test is no 
longer popular on account of damage to the eye 
in certain cases. The von Pirquet test is much 
used and is reliable in a high percentage of cases. 

As the number of cases that have become more 
or less tuberculized but remain without symp- 
toms, and of healed tuberculosis, become rapidly 
greater with age, the positive reaction in the older 
children and adults is often without great clinical 
significance. 

Monrad states that a negative von Pirquet 
excludes tuberculosis with 97 per cent certainty. 
He found in a long series of cases that the von 
Pirquet and Moro tests were concordant. A 
positive reaction during the first year indicates 
active tuberculosis; in the second year active 
tuberculosis is indicated in six-tenths of the cases, 
and between two and five years in two-thirds; 
over ten years about two-thirds of the positive 
reactions are due to inactive lesions. 

Tuberculin injected subcutaneously causes in 
tuberculosis a rise of 2° F. or more within 48 
hours, accompanied by malaise and constitu- 
tional disturbances; but far more important in 
the bone and joint cases are the focal symptoms, 
increased pain, tenderness, and swelling in the 
affected joint (Baer and Kennard, Waldenstrém). 
This is the most reliable tuberculin test in bone 
cases, but may not always be entirely harmless. 
In many cases the use of the Wassermann test 
to exclude syphilis is far more important than any 
tuberculin test, and a good clinical knowledge of 


bone and joint diseases is far more important than 
either; for instance, a scoliosis or rachitic spine 
may in the vast majority of cases be easily dis- 
tinguished from a tuberculous spine by a trained 
observer from the symptoms, history, and phys- 
ical examination, or even by the latter alone. 

The infection of a guinea pig by the injection 
of diseased material is a valuable test. Hage- 
mann has found that characteristic local reaction 
occurs when tuberculous fluid from a human being 
is injected into a sensitized guinea pig. Wolf- 
sohn’s article contains a discussion of biologic 
reactions based on 264 recent papers. 

The finding of tubercle bacilli or of tubercles in 
tissues removed at operation is of course of posi- 
tive value. Other diagnostic aids are the finding 
of tubercle bacilli in the blood (Krabbel) and in 
the urine and feces. Keller finds the coagulation 
time of the blood prolonged to 6 or 7 minutes 
in bone and joint tuberculosis. 

In the differential diagnosis the various in- 
fections, including rheumatism —a_ thoroughly 
discredited term— neuritis, tumors, rachitis, and 
scurvy must be considered. Indeed, the list of 
diseases for which bone and joint tuberculosis 
has been and is being mistaken is a very long 
one. 

PROGNOSIS 

Prognosis as to life is good in the majority of 
cases. It is distinctly improved by good treat- 
ment. It is not so good in infants and adults as 
in children. It is graver in the spine and large 
joints and in multiple lesions. It is probable that 
the dangers of abscess formation and secondary 
septic infections have been exaggerated. Under 
good management abscesses and sepsis are often 
prevented and are usually curable. As to joint 
function the prognosis is serious; recovery usually 
takes place with limited motion or a stiff joint, 
which may, however, be capable of weight- 
bearing and of great usefulness. Many cured 
cases marry and have healthy children. It is 
rare that such children develop bone or other 
tuberculosis if living under hygienic conditions. 


PREVENTION 


In prevention a milk supply free from infection 
from the herd or from dust is important; infected 
butter, cottage cheese, and ice cream should be 
eliminated. In view of recent revelations it is 
clear that these measures can be secured only 
through proper legislation and rigid official in- 
spection of farms, dairies, and milk products. 
Of the greatest importance is the avoidance of 
close association with consumptive people in 
the family. The danger is greatest in advanced 











6 INTERNATIONAL ABSTRACT OF SURGERY 


cases when the sputa are neglected. Close and 
prolonged association in small dark rooms, and 
even sleeping in the same bed, are common in 
the tenements. Advanced cases that cannot be 
properly cared for at home should be segregated. 
Sputa should be burned or disinfected and in- 
fected rooms fumigated. Cleanliness, freedom 
from flies and dust, and a free, active, hygienic 
life with sunshine, fresh air, ample nourishment, 
and the avoidance of alcohol and narcotics are 
the great safeguards; the best defences are those 
thus provided by the general vigor of the or- 
ganism. Tenement, school, shop, factory, 
business, industrial, and even country life as 
usually conducted cannot be said to be favorable, 
and periodic examinations should be made. 


TREATMENT 


The treatment is general, local, and the manage- 
ment of complications and deformities. 

In spite of some statistics, like Kénig’s, tending 
to show that in a considerable proportion of 
cases the disease is isolated, the conviction has 
been gaining ground that one must recognize 
and treat the general condition. Since there 
has been a strict and prolonged hygienic and tonic 
management, the results have been much better; 
this is, however, also true of many non-tubercu- 
lous conditions. It is also true that when bone or 
joint tuberculosis is cured by operative or other 
local means the health improves. A formal fresh 
air and sunlight treatment, as elaborated at 
Berck near Boulogne, Leysin in Switzerland, Sea 
Breeze at Coney Island, Southampton, N. Y., 
and elsewhere have constituted the most im- 
portant advance in the general management of 
bone and joint tuberculosis in a generation. It 
should not be forgotten that all these cures use 
joint fixations and respect the limitation in regard 
to exercise demanded by the diseased joint. 
There is a real conflict here between the general 
and local requirements. Vigor demands ex- 
ercise, a tuberculous joint requires rest, and 
abundant experience has shown that the local 
requirement takes precedence during the active 
stage of the disease. The fresh-air and sunlight 
cures at Berck and Leysin include not only local 
rest but usually long periods of recumbency and 
often other measures. The Hoépital Maritime 
at Berck, with over a thousand beds, was founded 
the middle of the last century. Joachimsthal 
reports that under Ménard 300 beds are reserved 
for bed cases and 200 beds for those who can be 
out of bed a few hours a day. Calot, at Berck, 
with 300 beds combines injections with recum- 
bency and fresh-air and orthopedic treatment. 


Although the fresh-air treatment for joint tuber- 
culosis was emphasized in this country in the 
sixties by Davis, Sayre, and C. F. Taylor, whose 
endeavor was to abolish or lessen recumbency, 
and not so much increase activity, which was 
carefully restricted, as enable the patient to get 
the benefit of more air and sunshine as well as to 
protect the joint, they soon found that it was 
necessary to go back to short or prolonged periods 
of recumbency in many cases. The reports from 
Berck and elsewhere and the success of a more 
formal fresh-air technique in the treatment of 
pulmonary cases resulted in the establishment 
of many seashore and country homes and the 
introduction of flat roofs and balconies in hospital 
and sanitaria. The introduction of sleeping 
porches at the Southampton Home gave dis- 
tinctly better results. Experience has shown 
the beneficial results of aérotherapy, not only in 
sanitaria at the seashore and at various levels 
inland, but also in the home, and even in the 
tenement (H. L. Taylor). Willard has wisely 
remarked that it is far better to take 25,000 daily 
doses of fresh air than 3 of drugs. 

Sunlight therapy, under the leadership of 
Rollier, probably marks the greatest advance in 
the treatment of these cases in many years. 
While Rollier lays stress on a considerable eleva- 
tion (Leysin about 4000 feet), Revillet, Vulpius, 
and others report just as good results from the 
seashore or comparatively low levels. 

Aschenheim found lymphocytosis of the pe- 
ripheral blood after an hour’s exposure of the 
skin to direct sunlight. Sunlight causes peripheral 
or local hyperemia and is bactericidal. Di 
Cristina finds that oxidation and metabolism 
are markedly stimulated. The benefit, other 
things being equal, is proportional to the amount 
of tanning produced. Hagemann believes that 
red rays as well as the ultra-violet are therapeutic, 
and reminds us that the exposure of the skin to 
air is in itself beneficial. 

Rollier begins by gradually exposing the af- 
fected area for five minutes and increasing the 
area and the time until a complete exposure is 
obtained for several hours. Patients may have 
their heads protected by shade hats and the eyes 
by shades or goggles if necessary; wind, damp, and 
fog are unfavorable, but patients will stand 
astonishingly low temperatures in a state of 
complete nudity. The children under the writer’s 
care at the Southampton Fresh Air Home have 
been exposed entirely nude for 6 hours a day 
during the past summer with the greatest benefit, 
and no complaint on their part. 

Rollier’s extraordinarily favorable results in 
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cases incurable by the usual methods have been 
verified by Bardenheuer and other eminent ob- 
servers. 

Some clinicians like Bernhard give a local ex- 
posure only, with a maximum of 3 or 4 hours 
daily, and believe that in this way a greater 
local effect on the focus is secured. All warn 
against burning the skin by too energetic treat- 
ment. This, we have found at Southampton, 
may be avoided by using talcum powder freely 
the first week. 

It is probable that there may be some value in 
using electric light to supplement the use of 
sunlight or when sunlight is not available; 
Hagemann reports good results from the use of 
quartz lamps. 

Our present knowledge of the value of fresh 
air and sunlight in the treatment of tuberculous 
joint disease makes it imperative that hospital 
construction should be profoundly modified 
with this in view, and that chronic and con- 
valescent cases should be cared for in country 
hospitals. 

Diet should be generous with an ample supply 
of milk and eggs, fresh vegetables, fruit, and 
digestible fats. No first-class orthopedic surgeon 
places any reliance on the use of drugs. 


TUBERCULINS AND SERA 

The number of tuberculins, vaccines, and 
serums is very large and the literature volumi- 
nous, but the practical results in the treatment of 
tuberculosis of the bones and joints are dis- 
appointing. While many report improvement, 
the evidence that such improvement is greater 
than would have taken place under similar con- 
ditions without tuberculin is not convincing, and 
the eager, almost frantic, search for new tuber- 
culins and sera continues undiminished and is in 
itself evidence of unsatisfactory results up to the 
present time. The latest phases of the question 
are extensively treated by Bandelier and Roepke, 
and the present status of tuberculin therapeutics 
may be judged from the Transactions of the Fifth 
Annual Meeting of the British National Associa- 
tion for the Prevention of Tuberculosis, 1913. In 
the appendix, Pannevitz, secretary of the In- 
ternational Antituberculosis Association, out- 
lines the views of German specialists. The 
views are conflicting, but the consensus of 
opinion shows that tuberculin may be harmful 
in early, febrile, or terminal cases, and Rabino- 
witsch in the above report states that he has 
found that virulent bacilli enter the blood after 
injections sufficient to provoke a general re- 
action, and may disseminate the disease. Painter, 


after a full discussion of work done up to rorr, 
suggests that immunity in surgical tuberculosis 
is largely a local affair, as healing and advancing 
lesions are often found in close proximity; he 
finds that Wright’s opsonic index is uncertain 
and the value of tuberculin unproven. Czerny 
has never seen greater improvements under 
tuberculin than in other cases without. Waugh, 
after five years’ trial of Koch’s new tuberculin 
and Wright’s bacillary emulsion at the London 
Hospital for Sick Children, has abandoned 
tuberculin in all forms of surgical tuberculosis. 

The late reports on the much vaunted Fried- 
man’s culture, ending with the report of the com- 
mittee of the United States Public Health Ser- 
vice just out, are uniformly unfavorable. It is 
neither curative nor harmless. 

Marmorek’s serum has been much extolled. 
Glaessner says that among 70 critical papers only 
11 were unfavorable. 

Many enthusiastic reports of Spengler’s I K 
serum are to be found, but Bandelier and Roepke 
consider Spengler’s serum valueless and Mar- 
morek’s as still on trial. 

There is no evidence convincing to the writer 
that any form of vaccine or serum is of practical 
value in bone and joint tuberculosis, and there 
is much evidence that improper selection of 
cases or dosage may be harmful. As Ridlon 
picturesquely puts it, “Tuberculin in harmless 
doses is useless; administered in larger doses it is 
both dangerous and harmful.” 


LOCAL TREATMENT 

Fixation by splints is still the main reliance to 
put the diseased joint at rest and protect it from 
strain and injury. Ely believes that fixation, 
whether by splints or operation, acts by causing 
fatty degeneration of the red bone-marrow, con- 
verting it into yellow marrow, and causing atrophy 
of the synovial membrane, thus rendering both 
tissues unfavorable to the growth of bacillary 
foci. It cures by starvation. Fixation by 
simple steel splints for the lower limbs, and neck 
halters for the shoulder and elbow, was ad- 
vocated and successfully employed by Thomas 
more than a generation ago, and has gained 
ground up to the present time through the 
popularization of plaster of Paris splints by Sayre, 
Gibney, Phelps, and others, and since Lorenz 
showed the excellent results obtainable by fixa- 
tion without traction and advocated the de- 
sirability of attaining ankylosis rather than 
motion. With fixation is often combined re- 
cumbency, or suspension of the limb, by the use of 
a high shoe on the well limb and crutches. In 
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infants and spinal cases the Bradford gas-pipe 
frame or Whitman’s modification does good 
service. 

High, long continued traction, combined with 
recumbency or suspension of the limb as advo- 
cated by C. F. Taylor, was a great advance over 
previous methods, but has been rapidly losing 
ground and is now reserved for acute cases, and 
even in hip cases has been practically superseded 
by fixation. Very few traction hip splints are 
now applied by orthopedic surgeons, and in 
the inactive and painless stages weight-bearing 
is allowed with fixation by the short plaster 
spica (Lorenz, Goldthwait). Judgment is re- 
quired, but experience has shown that in the 
majority of cases free from pain and active joint 
symptoms weight-bearing with fixation is often 
advantageous. 

Dickson and Willard in their recent statistical 
paper based on 200 cases of tuberculosis of 
various joints treated conservatively and observed 
five years, report 142 arrested, 45 still under 
treatment, and 13 deaths. As to deformity, 
there were 100 good, 60 fair, and 40 poor results. 
The earlier the treatment was begun the better 
was the result. 

Bier’s congestion with the elastic band has not 
proved an important advance in the treatment of 
tuberculous joint disease. It seems to be of some 
value in some elbow and wrist cases. Bier him- 
self now advocates giving iodide of potassium 
gr. xv t.id. in conjunction with congestion in 
order to prevent unpleasant consequences. 

Counterirritation, much used in the past, seems 
to be without value. The injection of various 
substances into or near the focus of disease has 
been much used in Europe, especially in France 
and Germany. Calot and others have per- 
sistently extolled its merits without convincing 
American surgeons. Iodoform in ether, oil, or 
glycerine has probably been the most popular 
injection. In a recent paper Brackett, one of 
our best observers, advocated the use of sterile 
iodoform oil under tension in early cases of 
tuberculous synovitis, but the injection method is 
not popular in this country Redard prefers a 
ro per cent iodoform oil injection, while Calot 
uses a camphor naphthol solution as well as 
iodoform. This question was discussed at 
length at the French Surgical Congress, 1909. 


RONTGEN RAYS 
Reports of the beneficial effect of réntgen rays 
upon tuberculous joints, especially in synovial 
cases and in intractable cases with sinuses, 
are becoming frequent. 


Kirmisson, according to Wilson, used the rays 
in 1898 in bone and joint tuberculosis, and he and 
others reported cures. 

Iselin has perfected the technique which con- 
sists in raying the joint on four sides through 
aluminum screens; he reports on 800 cases. 
In multiple foci only those foci exposed to the 
rays improved. He is certain that many cases 
were saved from amputation. Increase of weight 
was frequently noted. He warns against burn- 
ing the skin and interfering with growth at 
epiphyses. The writer has seen cases riddled 
with sinuses and apparently hopeless recover 
under réntgen-ray treatment with perfected 
technique and considers it second only to the sun 
treatment in such cases. Negative results have 
also been reported (Friind), but the proper 
technique has been developed very recently. 

The foregoing comprise the standard conserva- 
tive methods of treating bone and joint diseases, 
and it is to be noted that the use of conservative, 
as contrasted with operative, methods for chil- 
dren has steadily increased during the past 
generation. Portable appliances with traction 
brought into vogue by the American pioneer 
orthopedic surgeons largely displaced recum- 
bency and the rather crude surgery of the time. 
Later, operative technique and joint surgery were 
developed and the attempt was made in England 
(Wright) and Germany to cure joint diseases by 
early excision. The results were disappointing 
so far as children were concerned. In adults, as 


-will presently be seen, conservative treatment is 


less satisfactory, and radical operation is the 
standard procedure. In the last decade there 
has been a marked .tendency to discard com- 
plicated appliances and rely on fixation, with or | 
without weight-bearing, reserving traction for 
exceptional cases. The amount of residual 
stiffness is determined rather by the extent and 
duration of the pathological process than by the 
fixation. The perfection of the air and sunlight 
treatment, and also of radiation, promises to 
usher in a fresh advance of fundamental impor- 
tance. It is to be noted that under the sun and 
ray treatments the joint makes a better recovery, 
there is less final destruction and more motion, 
even under less strict orthopedic treatment, while 
major surgery is rarely necessary. 


TREATMENT OF ABSCESSES AND SINUSES 
K®6nig and others have found that the mortality 
was nearly twice as great in cases of knee tuber- 
culosis complicated by suppuration as in the non- 
suppurative cases, and suppuration and secondary 
infection have been and still are considered grave 
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complications by most. This fear has not been 
generally shared by orthopedic surgeons, since 
under good hygienic and orthopedic treatment of 
the affected joint the majority of cases do well. 
Still even under these conditions there is a con- 
siderable percentage of abscess cases that are 
prolonged and recurrent, and a smaller percent- 
age that go on to waxy degeneration, or exhaus- 
tion, and end fatally. The fear of an open abscess 
lies at the root of the French injection treatment, 
and appears to us exaggerated; at the same time 
the very large number of new methods constantly 
being brought forward is in itself an indication 
that the usual treatment has not been found 
generally satisfactory. There has been much dis- 
cussion as to whether tuberculous abscesses should 
be opened at all or not, and if they are, whether 
they should be injected, curetted, or let alone. 
It must be premised that with careful orthopedic 
and hygienic treatment, abscesses are rarer, of 
shorter duration, and are frequently entirely 
absorbed without opening. It is the consensus 
of the best opinion that a cold abscess when deep 
should be let alone; a hot or infected abscess 
should be freely drained at once. A certain 
number of cold abscesses are absorbed after 
aspiration; but the method is unsatisfactory, as 
necrotic shreds and coagula, the elements most 
needing removal, are too large to pass through 
the needle. Evacuation through a small in- 
cision with immediate closure, as practiced by 
some, seems to the writer inferior to incision and 
drainage. After observing and trying many 
methods the writer favors opening a cold abscess 
when superficial and subsequent sterile dressing 
with alcohol cleansing of the skin. The use of 
drainage tubes is to be avoided; the writer has 
seen many abscess cases recover after the removal 
of drainage tubes. With the possible exception 
of iodine solutions for a short time in exceptional 
cases, there appears to be no advantage in 
antiseptic or digestive injections with abscesses 
and sinuses, and the results are much worse 
after curettage of the abscess walls. If there is a 
sequestrum or other indications for operation on 
the bone or joint, they should be considered on 
their merits rather than from the point of view 
of the treatment of the abscess alone. In one 
position a cold abscess may constitute a surgical 
emergency, namely, in the posterior mediastinum, 
in cases of high dorsal Pott’s disease. Such an 
abscess may require quick drainage to prevent 
suffocation from pressure on the bronchi. This 
may be done by excising the proximal end of 
a rib and by blunt dissection close to the verte- 
bral body. 


Another formidable complication which is 
frequently taken as an indication for surgical 
interference is pressure paraplegia in Pott’s 
disease. It was clearly shown by Taylor and 
Lovett in 1886 that this complication was due to 
the pressure upon the cord of thickened mem- 
branes, abscesses, or granulations, and very seldom 
to bone pressure, and that the prognosis under 
recumbency and brace treatment was excellent. 
Although laminectomy has been much used, it 
has proved on the whole unsatisfactory, and has 
been practically discarded by those who have had 
the most experience. Robert Jones states that 
97 per cent of the cases of Pott’s paraplegia re- 
cover under conservatism and treatment of 
abscesses. Of 132 cases Menne in 1912 reported 
56 per cent improved or cured after laminectomy. 
In view of the clinical course of Pott’s paraplegia, 
we must believe that many of these would have 
recovered spontaneously. 

Fresh-air treatment, heliotherapy, and radio- 
therapy undoubtedly constitute the greatest 
advance that has been made in a decade in the 
treatment of persistent suppuration complicating 
bone and joint tuberculosis, and will doubtless 
modify and sometimes replace both orthopedic 
treatment and surgery. They are of primary im- 
portance in many cases, and the evidence is con- 
vincing that they can often accomplish what no 
other treatment can. 

The injection of Beck’s paste— bismuth sub- 
nitrate 30 parts, vaseline 60 parts— scored many 
successes soon after its introduction in 1908; but 
soon reports of failure, bismuth poisoning, and 
other unfavorable results began to appear, and 
the search for substitutes began. Ridlon and 
Blanchard, Salatich, and others have secured 
results just as good with vaseline and other 
pastes without bismuth. Beck in his latest 
paper still claims much for his method, but 
enthusiasm for the treatment has decidedly 
waned. Sever and others report good results 
from Bier’s suction treatment in sinuses. 

Injections of solutions of iodoform in ether, 
oil, or glycerine into abscesses and sinuses had a 
great vogue some years ago, but the treatment 
appears to be less popular at present except in 
the form of the Mosetig-Moorhof paste for use 
in bone cavities or after joint operations (Nové- 
Josserand and Rendu). Bérand claims better 
results from filling the cavity 48 hours after 
the operation. Niblett reports excellent results 
in the service of Tunstall Taylor from the bi- 
weekly injection of 2 drams of old tuberculin 
1:500 into the depths of old sinuses. This has 
a stimulating effect on sinus walls. 
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OPERATIVE TREATMENT 

In the last decade or two the treatment of 
children has on the whole become more conserva- 
tive, the treatment of adults more operative. 
The problem in the adult is different from that in 
the child both clinically and economically, and 
an early radical operation is usually the most 
satisfactory solution. 

In children conservative treatment gives satis- 
factory results in the majority of cases, and 
radical operations are reserved for cases with a 
definite circumscribed extra-articular focus and 
for intractable cases in which conservatism has 
failed. Excision of the hip is done on probably 
less than 5 per cent of the cases of hip tuberculo- 
sis at the Hospital for Ruptured and Crippled, 
New York, and the Boston Children’s Hospital. 
Knee excision in children under 14 is rejected 
here, except as a life-saving measure. Very 
early excision in children as practiced at one time 
by Wright of Manchester, and others has proven 
unsatisfactory. 

General surgeons have favored radical opera- 
tions more than orthopedic surgeons, but though 
orthopedic surgeons have become better equipped 
on the operative side, the treatment of children 
is more, rather than less, conservative, and with 
the development of heliotherapy is likely to 
become still more so. One must also make a 
distinction between bone and joint surgery, 
for in tuberculosis of the shaft and in foci not 
involving joints, and these are commoner than 
is usually supposed, surgery is and should be 
freely employed. 

These two factors enter largely into the views 
and practice of surgeons, together with others; 
namely, the hospital, mechanical, and other 
facilities at the disposal of the surgeon, and 
personal aptitude and training. It is natural 
that a man who has been trained as an operator 
and has operating facilities should, other things 
being equal, have a preference for operating, and 
that a man skilled in conservative and mechanical 
treatment should equally prefer conservatism. 
Bone and joint surgery has now reached a point 
where it is realized that the surgeon who is to 
treat such cases should be trained in both meth- 
ods. The mechanics have become simplified, 
and major surgery in children is largely reserved 
in France and America and by many of the 
best English, German and Italian surgeons to 
cases presenting special indications. In looking 
over recent literature, however, the writer has 
been surprised to find that some surgeons of 
high rank, like Garré of Bonn, and Stiles of 
Edinburgh, still perform excisions in large num- 


bers on young children, and both recommend knee 
excisions in very young children as a standard 
procedure. 

Tubby in his monumental work on disease of 
the bone and joints is conservative in regard to 
children, as is also Robert Jones, probably the 
greatest living bone and joint surgeon, though 
operating freely to meet special indications. 
Those surgeons who, like Murphy, draw their 
experience largely from adults, will rightly have 
a more operative point of view. Hoffa was 
conservative, as is Lorenz; in fact, the orthopedic 
surgeons are nearly all conservative, while the 
general surgeons, especially in England and 
Germany, seem to be divided in their tendencies. 

The best orthopedic authorities are practically 
unanimously in favor of rest, fixation, light and 
air treatment for children with tuberculous joints, 
reserving radical operations for diseases of the 
shaft, for foci near the joint, where the joint is not 
seriously involved, or for cases where conser- 
vatism has failed. For adults, removal of the 
focus, whether by excision or otherwise, is 
generally recommended. Curettage or other 
partial operations are often worse than useless. 
The surgical ideal is the complete removal of all 
diseased tissue. This, however, except in the 
case of a small isolated focus or in disease of the 
shaft, is probably impossible, and according 
to the views of Ely it is only necessary in doing 
a resection to oppose comparatively healthy 
bone surfaces and produce ankylosis, after which 
the disease will die out in adjacent tissues. 

Stiles gives the following recent statistics of 
the results in 205 resections of hip, knee, elbow, 
and ankle: good or useful limbs, 43 per cent, bad 
3 per cent, subsequent amputation 10 per cent, 
deaths 12 per cent, not traced 31 per cent. 

Garré reports 261 hip cases treated, with 65 
resections; of these one-third died in the hospital 
against 51 per cent reported by KGnig, but there 
were 6 more deaths after discharge, making a 
total death rate of 46 per cent. About half of 
the resections gave functionally good results, 
although three-quarters walked without crutch 
or cane. In the 109 cases treated conservatively 
there were only slightly better functional results, 
and the deaths included about one-third of the 
cases. Over one-quarter of the cases were con- 
sidered to be purely synovial, but of 13 synovec- 
tomies only one was satisfactory. 

In the knee 133 cases were treated purely con- 
servatively, with good results in about one-half. 
After 188 resections there were 14 deaths, but 
in the remaining cases there was a pathological 
cure in g2 per cent. 
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In a third of the cases excised before 13 years 
of age there was a fixed flexion at an angle of 150 
degrees or less. 

Garré reports good results in tuberculosis of 
the ankle from removal of the astragalus or 
excision of the joint. Function is better in 
children than adults, who are apt to be left with a 
valgus foot. Fraser has pointed out that the 
disease begins in the neck of the astragalus in the 
majority of cases. Sever finds the localization 
in the astragalus in 74 out of 252 cases, and after 
extensive experiences advises conservatism in 
children. The reviewer has found that many, if 
not most, cases do well under conservative treat- 
ment, but that some of the severer cases are 
quickly cured by the removal of the astragalus 
even in very young children. 

A report of late authoritative opinions with 
the literature on resections of different joints 
may be found in Whitman’s, Lange’s, Tubby’s, 
and Fraser’s handbooks, and in the admirable 
statistical papers from Garré’s service in the 
Beitraige zur klinischen Chirurgie for 1913. 

Amputation, formerly extensively practiced 
in tuberculous joints, is now used only as a life- 
saving measure after other means have failed. 


OPERATIONS FOR DEFORMITY 


It is now generally realized that disabling 
deformities can and should be prevented by 
proper fixation during the active stage of the 
disease. 

If the patient presents during the active 
stage with deformity, traction in bed, or the ap- 
plication of successive casts, will usually overcome 
it. So much of the deformity as depends upon 
muscular spasm owing to active joint symptoms 
may be overcome by anesthesia, which, however, 
is seldom necessary. The use of forcible cor- 
rection during active disease is most unsatisfac- 
tory. This is well illustrated by the failure of 
the Calot method of forcible correction of the 
kyphos in Pott’s disease; spinal deformity may, 
however, be improved by leverage splints, the 
frame, or by jackets. 

Fixed deformities may be corrected by os- 
teotomy, which is the preferable method and 
gives better and more permanent results than 
forcible correction, besides being less dangerous. 
Tenotomies of contracted tendons are added if 
required. At the hip an osteotomy near the 
level of the lesser trochanter is the standard 
procedure for flexion, adduction, and rotation 
deformities. Jones prefers to do an osteotomy of 
the femur in two steps: at the first operation the 
femur is chiseled two-thirds through; two weeks 


later it is broken and the deformity corrected. 
Few advise this. Osteotomy may be done with 
a small osteotome subcutaneously, or by open 
operation. Brackett advises open incision 
through the space between the tensor vagine 
femoris and the gluteus medius and a curved 
division of the bone with a narrow osteotome to 
avoid splintering and displacement. 

Fixed flexion at the knee usually requires 
division of the hamstrings and an osteotomy 
above the condyle. If severe, an additional 
osteotomy below the tibial tuberosities may be 
done or a wedge taken out of the joint — cunei- 
form resection. Osgood has devised a very 
ingenious plastic operation above the condyles to 
overcome fixed knee flexion. 

It is not generally realized that practically all 
angular deformities may be corrected, even in 
adults, by comparatively simple and safe opera- 
tions. Many more such operations should be 
done than has heretofore been the custom. 


ANKYLOSING OPERATIONS 


Strong corroborative evidence that ankylosis 
of a diseased joint is beneficial or curative aside 
from the removal of diseased tissue is afforded 
by the new operations on the spine, in which the 
operative field is entirely outside the diseased 
area, and in which beneficial effects can only 
be due to fixation. 

Hibbs’ operation, published in May, 1or1, is a 
plastic operation on the denuded spinous pro- 
cesses and lamine. Albee (September, 1911) 
splits the spinous processes and inserts a graft 
from the tibia. In the cervical spine Don de- 
nudes from the seventh cervical to the second 
dorsal and inserts the appropriate length of bared 
rib. 

The most recent operation is that devised by 
Dr. George W. Hawley, of Bridgeport, Con- 
necticut. It has been performed several times 
but has not yet been published. This operation 
consists in dissecting up the supraspinous liga- 
ment three-eighths of an inch wide, two vertebre 
beyond the diseased area, leaving it attached 
at one end; the spines are then split and a scale 
of bone sliced from each and used as an inter- 
vertebral bridge; the loose supraspinous ligament 
is then laid in the groove and stitched in place 
and the fascia and skin sewed over it. In spite 
of the incompleteness of the early reports, all of 
these types of operations, three of which have 
been performed by the writer, seem to give a large 
percentage of favorable results in properly se- 
lected cases, and to constitute a distinct advance 
in the treatment of this very serious and obstinate 
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affection. It should not be forgotten, however, 
that hygienic and orthopedic methods give 
excellent results in a great many cases, even in 
adults, the main drawback being the long restric- 
tion of the patient’s activity. 


MOBILIZING OPERATIONS 


There is no doubt that a strong stiff joint free 
from pain is more serviceable than a more or less 
mobile joint that is weaker, more sensitive, and 
more vulnerable. The disability from stiffness 
is usually assessed both by surgeons and patients 
above its real value, and both seem inclined to 
risk much in order to secure a mobility of doubt- 
ful benefit. For this reason mobilizing injections 
and operations have come greatly into evidence 
in the last few years. Many of them, in the 
writer’s opinion, should never have been per- 
formed, and many have given disappointing 
results; there have, however, been a moderate 
number where the result has been such as to sat- 
isfy both patient and surgeon. In the case of 
ankylosis of the jaw or of double symmetrical 
ankylosis, as of both hips or both elbows, a 
mobilizing operation is more urgently required. 
The operation should only be performed in cured 
cases; those of traumatic origin give the best 
results. 

Payr and Helferich have recently given long 
and rather favorable reports of results from the 
interposition flaps of fat and fascia, muscle, or 
other soft tissues; considerable bone should be 
removed so that there shall be no pressure necro- 
sis, and the flap is sometimes pedunculated and 
from the neighborhood of the joint, but it may 
be a free transplantation. 

Murphy has been working along these lines 
for several years with many excellent results, and 
some failures. Baer gave a report at the 1914 
meeting of the American Medical Association of 
52 cases, in which chromicized pig’s bladder was 
used to prevent adhesions after a mobilizing 
operation; 71 per cent had movable joints 18 
months or more after the operation. 

Osgood, in a very sane paper in 1913, reported 
on 16 cases and 17 joints; there was one death; 
g joints showed stiffness, or less than 10 degrees 
active motion, 7 joints over 10 degrees. He is 
inclined to believe that unilateral cases of pain- 
less bony ankylosis of the major joints should be 
submitted to arthroplastic operations only after 
a free discussion with the patient and realization 
on his part of the prolonged and often painful 
after-treatment and the somewhat uncertain 
nature of the results. In every case there was a 
slight discharging sinus, sometimes coming on as 


late as three weeks after the operation and often 
persisting for months. 

Tunstall Taylor reports fair results from 
arthroplasty with injection of yellow wax 1 part, 
lanolin 5 parts; later, however, he advised one- 
half the amount of wax. Allison and Barney 
concluded from an experimental study on dogs 
that there is no advantage in a pedunculated 
transplant. The prevention of adhesions de- 
pends upon keeping the denuded joint surface 
apart by a non-irritating absorbable transplant. 
Whole joints have been transplanted by Lexer 
and others, and while they sometimes heal in, 
they act as tissue transplants, and the final 
result in most cases is stiffness. 
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Baldwin, A.: The Prevention of Discomfort After 
Operations. Proctologist, 1915, ix, 7. 
By Surg., Gynec. & Obst. 

The post-operative treatment of hemorrhoids, 
resection of the rectum, abdominal wounds, and 
hernia is discussed. Baldwin believes that the 
prevention of shock by nerve-blocking is essential, 
and it also relieves the patient of much post-opera- 
tive pain. The care of hemorrhoidal cases re- 
solves itself into the relief of pain after operation. 

The author gives his method in detail. He uses a 
local anesthetic powder and oil injections, and puts 
the patient on a semisolid diet. Great care is used 
to prevent infection by the use of preliminary 
treatments and antiseptics. 

The elimination of fear is an important factor in 
the prevention of shock. His patients are sur- 
rounded by cheerful attendants and the operative 
field is simply prepared. 

In closing abdominal hernias by filigrees, the 
author recommends placing several short pieces in 
the abdomen instead of a long one. 

Epwarp L. CorneELL. 


ANZSTHETICS 


Briggs, W. T.: Anesthesia in Urology. Nashville 
J.M.&S., 1915, cix,64. By Surg., Gynec. & Obst 


Briggs reviews the report of Ravosini, who since 
1907 has used spinal anesthesia in all genito-urinary 
operations. For some time he used stovaine- 
adrenalin phiolen with strychnia sulphate accord- 
ing to Jonnesco’s method, but now he uses only 
stovaine and adrenalin. 

In adults the maximum dose for kidney operations 
was 5 cg.; in children 1.5 cg.; in women and debili- 
tated male adults 3 cg. In 8 cases anesthesia did 
not develop; in 23 anesthesia was incomplete. 

The accidents worthy of mention were the follow- 
ing: In one case there was complete paralysis of the 
bladder lasting two weeks; collapse after operation 
in three very old patients; paralysis of the eye 
muscles in two cases, lasting two and four weeks; 
right hemiplegia and aphasia, which lasted twelve 
days. 

For operations on the bladder and prostate 3 cg. 
was usually sufficient. Spinal anesthesia was used 
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523 times in the following operations: kidney opera- 
tions 208, prostate 56, bladder 116, perineal opera- 
tions 12, external genitals 131. 

Anesthesia was successful in all, did not cause 
albuminuria, was seldom followed by headache, 
and vomiting rarely occurred. No fatalities occurred 
and the bad after-affects always disappeared. 

H. G. Hamer. 


Boit, H.: Anesthesia of the Brachial Plexus 
According to the Method of Kulenkampff on 
the Basis of 200 Cases (Die Aniisthesierung des 
Plexus Brachialis nach Kulenkampff auf Grund von 
iiber 200 Fiillen). Beitr. z. klin. Chir., 1914, xciii, 
336. By Surg., Gynec. & Obst. 

The author reports 202 cases in which the bac- 
terial plexus anesthesia according to the method of 
Kulenkampff was employed. In 160 cases the 
author performed or supervised the administration 
of the anesthesia himself; in 42 it was administered 
by students. The technique of Kulenkampff was 
used; adults received 20 ccm., children under ten 
years old 10 ccm. of a 2 per cent normal salt solu- 
tion. 

The oldest patient was 77 years, the youngest 
6 years. Of the 160 cases which Boit personally 
observed, no serious injury occurred or persisted 
as a result of the anesthesia, although in a number 
of cases the anesthesia was repeated several times 
within one week. Among the other 42 cases, a 
complete paralysis of the arm resulted once. After 
five weeks the paralysis was still present. It was 
attributed to the construction of the Esmarch 
bandage employed. 

The plexus anesthesia, however, resulted in 
minimal toxic and traumatic injury to the trachial 
plexus. If degenerations are present in the nerves, 
slight injuries may result in severe peripheral 
paralyses, to which Oppenheim has already alluded. 
The author therefore agrees with Haertel and Kep- 
pler that in manifest disturbances in the plexus 
the method should not be employed. The fact 
brought out by Haertel and Keppler, that in addition 
to the anesthesia a transient paresis of the phrenic 
nerve on that side occurs, is concurred in by the 
author. He states that the paresis sets in about 
fifteen minutes after the injection and usually dis- 
appears three or four hours later. Respiratory 
disturbances were not observed. 
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In one case the patient complained, immediately 
after the injection, of respiratory disturbances on 
the side of the anesthesia. An immediate X-ray 
examination showed a semiparesis of the dia- 
phragm, with paradoxical breathing. After 24 
hours this had receded, and a second examination 
showed only a slight lagging of the diaphragm on 
that side. Two similar cases occurred among the 
42 which the author did not personally observe, one 
in a young man of sixteen years, in whom the pare- 
sis was still present to some degree after forty- 
eight hours. Immediately after the injection 
respiratory difficulty and dyspnoea set in. 

The almost regular semiparesis of the diaphragm 
lasting three to four hours is undoubtedly due to the 
diffusion of the anesthetic to the phrenic nerve, 
and probably along the scalenus muscle. The sud- 
den appearance of the paralysis undoubtedly was 
due to the injection of the anesthetic directly into 
the phrenic nerve. The fact that it persisted 24 to 
48 hours is proof of injury, probably by the needle. 

Lesions of the pleura, as reported by Keppler and 
Haertel, did not occur, for the reason that the pal- 
pating needle was never forced medially from the 
first rip into the deep structures. 

Transient paresis of the sympathetic of the neck, 
with contraction‘of the pupil and the orbicularis oris, 
occurred quite frequently, especially in thin individ- 
uals, but never caused any subjective symptoms. 

If a hematoma occurred at the site of injection, 
no symptoms resulted, and within one or two days 
it would be absorbed. None of the patients com- 
plained of late pains at the site of injection and infec- 
tion never occurred. 

The author employed plexus anesthesia in all 
cases where surgical intervention became necessary 
on the upper extremity. Operations on the upper 
part of the humerus could be performed painlessly. 
Of the cases in which he personally employed the 
anesthesia in only two did he have to supplement 
it with general anesthesia; in nine cases the pains 


SURGERY OF THE 


HEAD 


Davis, G. G.: Buyo Cheek Cancer, with Special 
Reference to Etiology. J. Am. M. Ass., 1915, 
Ixiv, 711. By Surg., Gynec. & Obst. 

The author discusses the various. constituents 
of the buyo chew, the habit and customs connected 
with it, and presents conclusions from a series of 
cases of cheek cancer occurring in the Philippine 
General Hospital. 

The constituents of the ‘‘chew”’ are buyo leaves, 
betel nut, slaked lime, and tobacco. The slaked 
lime, which is obtained from sea shells, is used to 
give the “chew” a pleasant sweet taste, and, 
through its chemical action on the buyo leaf and 
betel nut, causes the oral mucosa to be dyed red and 


were slight, so that the operation could be concluded, 
and in the remainder there was absolutely no pain 
at all. The setting of dislocations or of fractures is 
especially easy under this procedure, as absolute 
muscular relaxation is obtained. The author cor- 
rected twelve dislocations of the shoulder without 
pain. In one instance the dislocation was three 
days old, and in one eight days. 

According to his experience not much significance 
need be attached to the paresis of the phrenic nerve, 
as it recedes usually within three or four hours. 
Bronchial and pulmonary complications never oc- 
curred, even if bronchitis, lobar pneumonia, or 
chronic pulmonary tuberculosis was present at the 
time the anesthetic was employed. In these cases, 
even if a phrenic nerve paresis occurs during a 
necessary operative interference, the plexus anzsthe- 
sia is to be preferred and is much less dangerous than 
a general anesthetic. The three cases of injury to 
the phrenic nerve probably are due to the fact that 
the needle was directed too far medially and so struck 
the nerve. The nerve passes about 2 cm. inward of 
the site of injection below the sternocleidomastoid 
muscle and will not be perforated if the directions 
according to Kulenkampff are followed. Prolonged 
and irreparable injury to the plexus is theoretically 
possible and has been observed. Haertel and Kep- 
pler believe they are of toxic-traumatic origin; 
however, if they were of toxic origin they would 
undoubtedly be more frequent. The most impor- 
tant probably is the traumatic injury to the plexus, 
especially if coarse needles and reckless movements 
of the needle are made. He therefore advises very 
fine, short-pointed needles. 

On the basis of his experience, the author believes 
that the plexus anesthesia is a very valuable ad- 
dition to our surgical technique and is even adapt- 
able to the needs of the general practitioner, pro- 
vided he will obtain sufficient practice in performing 
the simple technique and use care. 

L. A. JUHNKE. 


HEAD AND NECK 


the teeth black. The tobacco is also used to flavor 
the “chew.” 

To prepare the “chew” the buyo leaf is cut into 
three parts, slaked lime put on one, and then the 
three parts are folded longitudinally and wrapped 
around the betel nut. 

The buyo chew has been used for several centuries 
in tropical lands. The earliest reference is in the 
works of Marco Polo, 1298 A.D. In the Philip- 
pines and Malay Archipelago fully 90 per cent of 
elderly persons chew buyo. It is chewed more 
extensively by women than men. 

Forty-nine cases of this cancer are reported, 81 per 
cent of which give a positive history of using the 
“chew”; the average time of use was 35 years and 
the average age was 52 years. Seventy per cent of 
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the cases were women. The lime is believed to be 
the direct cause of the cancer, although the betel nut 
itself is an accessory, in that the use of the nut pure 
gives rise to small ulcerating areas in the mouth. 

In every case questioned the site of the lesion 
was the place where the “chew” was carried in the 
cheek. 

The first symptom is a small elevated nodule in 
the mucosa, which soon ulcerates. Pain in varying 
degrees accompanies this. A typical cauliflower 
growth soon follows, which bleeds easily upon irrita- 
tion by the teeth or food. Infection and abscess 
formation are frequent. The teeth near the lesion 
soon fall out and the cheek is frequently perforated 
by the growth. General metastasis is rare, al- 
though the submaxillary glands are involved. The 
conclusion is that the lesion is entirely similar to an 
epithelioma or carcinoma originating from pavement 
epithelium. 

The prognosis is poor even with operation. If 
taken early wide dissection and removal of the glands 
involved offer the only hope of cure. Later, merely 
palliative measures, as the curette and cautery, can 
be used for relief. 

Buyo cheek cancer is a distinct disease of the 
tropics with a definite entity. Histologically, it is an 
epithelioma of the chronic irritative type. An 
educational campaign against buyo chewing is the 
best method of fighting the trouble, as surgical relief 
is far from satisfactory. Puttiirs M. CHase. 


Babcock, W. W.: Osteoplastic Surgery of the Face. 
J. Am. M. Ass., 1915, lxiv, 203. 
By Surg., Gynec. & Obst. 


Babcock outlines several effective methods em- 
ployed by him for correcting facial deformities and 
replacing lost tissue, including depressed scars, 
saddle nose, skull defects, nasal stenosis, etc. In 
the case of depressed scars due to adhesion of the 
skin or subcutaneous tissue to the bone, he finds that 
bits of free homoplastic fat embedded subcutaneous- 
ly at the site of the depression find ready attach- 
ment and permanently fill out the contour of the 
face. The fat is obtained from the subcutaneous 
tissue of the patient’s abdominal wall. 

In the correction of cases of saddle nose in which 
the bridge has been lost without destruction of the 
tip or ale, a tibial transplant is removed, cut to 
appropriate shape, and slid into position in the 
nose through a vertical incision running up from the 
root of the nose to one of the wrinkles of the fore- 
head. 

The majority of these plastic operations can be 
performed under local anesthesia. 

Rosert H. Ivy. 


Cushing, H.: Concerning the Results of Operations 
for Brain Tumor. J. Am. M. Ass., 1915, lxiv, 189. 
By Surg., Gynec. & Obst. 


There are many individual standards for what is 
to be regarded as ‘“‘recovery”’ from an operation for 
brain tumor. It is probable that not more than 5 


per cent of patients are truly “cured.”’ However, 
Cushing says, if satisfied with an alleviation of 
suffering, preservation of vision, and prolongation of 
life in relative comfort and usefulness, often for 
many years, certainly 50 or 60 per cent of all pa- 
tients can thus be helped. It may be expected that 
15 or 20 per cent of the cases will continue helpless 
from an uninterrupted progression of symptoms, 
and that a possible 10 per cent will succumb to the 
operation. Statistics as to the results of brain tumor 
operations are fallacious, because our present 
statistics, if they lead us back a few years, represent 
operations done before modern technique was 
perfected. Recent figures are instructive only 
from the point of view of immediate mortality. 
Cushing summatizes his results in 156 cases of brain 
tumor as follows: 


Cases Operated Times Operative 
observed cases operated fatalities 


Supratentorial cases........ 55 48 55 4 
Hypophyseal cases......... 37+ 37 42 2 
ee ee Ge re 4 I I ° 
Cerebellar cases............. 32 29 36 5 
er 5 4 4 ° 
Pseudotumors.............. 23 II II ° 

156 130 149 II 


Summary of 149 operative procedures: 

Subtemporal decompressions, 41 — no fatality. 

Osteoplastic craniotomies combined with cerebral 
decompression, 28 — 3 fatalities. 

Osteoplastic craniotomy with attempted partial 
or total removal of the tumor, 24 — 2 fatalities. 

Transsphenoidal operations for hypophyseal tu- 
mor, 17 — 1 fatality. 

Suboccipital exploration and decompression, 22 
— 3 fatalities. 

Suboccipital operations with attempted partial 
or total removal of the lesion, 17 — 2 fatalities. 

Cushing considers that in analyzing brain tumors 
the time has come to concentrate upon individual 
lesions in individual situations instead of grouping 
together all the operations for all tumors which 
arise anywhere in the cranial chamber. In this 
way only will technical facilities be increased and 
mortality results be lessened. Rosert H. Ivy. 


NECK 


Smith, O. C.: Differential Diagnosis and Indica- 
tions for Treatment of Tumors of the Neck. 
Boston M. & S. J., 1915, clxxii, 208. 

By Surg., Gynec. & Obst. 


Because, as the author states, no region of the 
human body is more subject to inflammatory in- 
volvements and growths than the neck, unless it 
is the abdomen, the pathology of these lesions has 
a wide range and their diagnosis is at times impos- 
sible without the aid of sections and the microscope. 
It is self apparent that correct diagnosis is ex- 
tremely important, and therefore the author has 
given a rather exhaustive and comprehensive view 
of the more common lesions that affect this partic- 
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ular location of the body. In his discussion he 
uses the word “tumor” in its broad sense as in- 
cluding all swellings, acute and chronic, as well as 
true neoplasms. He classifies the lesions in this 
area as follows: : 


TUMORS OF THE NECK 
1. Inflammatory. 
a. Acute: 
(1) Parotitis (mumps). 
(2) Submaxillary adenitis. 
(3) Cervical lymph adenitis. 
(4) Furunculosis and carbuncle. 
(5) Anthrax (malignant pustule). 
(6) Actinomycisos. 
(7) Echinococcus cyst. 
b. Chronic: 
(8) Chronic lymph adenitis. 
(9) Tuberculosis. 
(10) Syphilis. 
(11) Hodgkin’s disease 
(12) Mikulicz’s disease. 
2. Embryologic malformations. 
(13) Branchial cysts. 
(14) Tumor of thyroglossal duct. 
3. Neoplastic. 
a. Benign: 
(15) Lipoma. 
(16) Fibroma. 
(17) Chrondroma. 
(18) Osteoma. 
(19) Sebaceous cyst (wen). 
(20) Angioma. 
a. Hemangioma: 
b. Lymphangioma or hydrocele. 
(21) Hygroma. 
(22) Teratoma. 
a. Dermoid cysts. 
b. Mixed tumors of salivary glands. 
b. Malignant: 
(23) Carcinoma and epithelioma. 
(24) Sarcoma. 
(25) Lymphosarcoma. 
4. Tumors of special organs. 
a. Thyroid. 
(26) Physiologic hypertrophy of menstruation 
and pregnancy. 
(27) Colloid adenoma (goiter) with or without 
cysts. 
(28) Parenchymatous hyperplasia. 
(29) Foetal adenoma. 
(30) Malignant disease. 
(a) Carcinoma. 
(b) Sarcoma. 
b. (31) Carotid body. 
c. (32) Aneurism of aorta and carotids. 
d. (33) Tumors of larynx. §_Grorce E. Brrrsy. 


FitzSimmons, H. J.: Torticollis. 


J. Am. M. Ass., 
1915, lxiv, 645. 


By Surg., Gynec. & Obst. 


This paper is a study of the records of one hun- 
dred cases in the Children’s Hospital, Boston. 


Frequency of occurrence was found to be practically 
the same in both sexes and no predilection for either 
right or left side was noticed. Theories regarding 
the etiology of congenital torticollis are discussed, 
including that of rupture hematoma and myositis 
advocated by Stromeyer, the idea of constrained 
intra-uterine position, and Volcker’s ischemic 
theory. The ischemic theory is given most credence. 

Hematoma and myositis implies a birth injury 
with rupture of the sternocleidomastoid muscle 
causing a subsequent contraction from the cicatrix. 
This idea, however, is not deemed tenable because 
rupture of muscle in other parts of the body is not 
followed by myositis and contracture; furthermore, 
hematoma of the sternomastoid is not as a rule 
followed by torticollis, nor do most of the cases 
seen after birth show any hematoma or injury. An 
interstitial myositis from ischemia seems probable, 
however, especially if one keeps in mind the fact 
that the middle and sternal portions of the muscle 
are supplied by the sternomastoid branch of the 
superior thyroid artery, and that circulation in this 
branch is easily obstructed by certain positions of 
the head. 

In diagnosis it is difficult to separate the acquired 
from the congenital form, as the congenital type 
is not manifest until the child begins to hold his head 
up. Of the operative methods of treatment the one 
most popular is that of tenotomy by open incision 
at the sternoclavicular end of the muscle. Other 
points of incision are at the insertion into the mastoid 
and over the middle of the muscle. Results of oper- 
ative treatment seem to be very satisfactory. Of 
the cases analyzed, practically all that could be 
followed up were cured. W. A. Crark. 


Chadwick, H. D.: The Treatment of Tuberculous 
Cervical Adenitis. Bosion M. & S. J., 1915, 
clxxii, 5. By Surg., Gynec. & Obst. 


Many of the children admitted at the Westfield 
State Sanatorium have tuberculous cervical glands. 
Not many are noticeably large, but they can be 
readily felt on examination. Almost invariably 
these children have enlarged bronchial glands, also, 
as evidenced by impaired resonance between the 
scapula. As a routine part of their treatment 
these patients are put on bacillen emulsion if they 
do not have more than a degree of temperature or 
other signs of active pulmonary disease. 

The initial dose is one-millionth of a milligram, 
and the course of treatment extends over a period 
of about six months until a dose of ten milligrams 
is reached. This maximum could be reached in a 
shorter time, but a small dose given over a longer 
period is more effective and can be given in this 
way without causing reactions. 

The results of treatment in these children is very 
satisfactory. The cervical glands decrease per- 
ceptibly in size and the area of dullness over the 
hilus becomes smaller and less pronounced. The 
longer the tuberculous disease has existed in a 
gland the slower will be the effect of treatment. 
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Resolution must necessarily be limited if fibroid 
changes have taken place. Suppuration has not 
occurred in any case where it did not exist prior to 
treatment. Epwarp L. CorNELL. 


Bainbridge, W. S.: The Question of Anzsthesia in 
Goiter Operations. Med. Press & Circ., 1915, 
xcix, 265. By Surg., Gynec. & Obst. 

Certain surgical problems always to be reckoned 
with are particularly important in the surgery of 
the thyroid gland, not only because of the location 
of the operative field, but because of the physical 
aspects which may be involved. These problems 
are influenced more or less directly by the anesthetic, 
and it is therefore of the utmost importance that 
they be given due consideration. Chief among 
them are the following: the maintenance of normal 
blood-pressure; the determination of the amount of 
dyspnoea; the avoidance of injury to the recurrent 
laryngeal nerve or other nerves in the vicinity; the 
control of hemorrhage; the lessening of post- 
operative shock; the lessening of psychic shock. 

The advantages of local anesthesia, as deduced 
from the author’s experience, are: 

1. The hemorrhage is considerably diminished. 

2. A free survey of the field of operation is 
provided and movements of the throat at critical 
steps may be prevented by instructing the patient 
to hold his breath. 


SURGERY OF 


CHEST WALL AND BREAST 


Rodman, W. L.: Cancer of the Breast. J. Am. M. 
Ass., 1915, xiv, 707. By Surg., Gynec. & Obst. 

A general survey of the subject of cancer of the 
breast is given together with a report of the author’s 
operative experience and statistics. 

In 1867, Moore of London first demonstrated 
that cancer begins always as a strictly local disease, 
and today clinical, microscopic, experimental, and 
surgical evidence bears this out. 

Early diagnosis and prompt surgical interven- 
tion are both necessary. In doubtful cases the only 
rational procedure is the removal of the entire mass 
and an immediate pathological report from frozen 
sections. All pathological conditions of the mam- 
mary gland should be considered malignant until 
proved benign no matter what the age of the pa- 
tient, as 20 per cent of carcinomata of the breast 
occur in women under 40. ‘These carcinomata are 
relatively much more fatal than those occurring in 
older patients, because owing to the lymphatic ves- 
sels being more numerous and patent the process 
soon becomes a general or disseminated one. The 
younger the patient, the sooner the involvement. 

The greatest diagnostic difficulty is when abnor- 
mal involution and carcinoma are to be differ- 
entiated. Of 65 cases of abnormal involution 
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3. The inferior laryngeal nerve is absolutely 
protected by the possibility of phonation in the 
conscious patient. This is doubly important in 
view of the fact that clamping or ligatures in the 
immediate vicinity of the nerve may mean a per- 
sistent hacking cough as a sequel to the operation. 

4. Requiring a better control of the technique 
on the part of the operator, it safe-guards the pa- 
tient against all unnecessary injury of the tissues. 

5. The strain on the kidneys is lessened, as they 
are not called upon to eliminate the general an- 
zsthetic, and may be flushed through the stomach 
by the administration of abundant fluid when the 
need is greatest, immediately after the operation. 

6. Avoidance of post-operative vomiting and 
diminution of the risk of secondary hemorrhage. 

7. Less elaborate technique is needed, as local 
anesthesia does not involve the same refinement of 
detail as general narcosis. 

8. The risk of operative shock is partly elimi- 
nated, as patients are apt to consider the operation 
less serious under local than under general an- 
zsthesia. The importance of this is illustrated by 
the occurrence of death in patients while being 
prepared for general anesthesia, the fear of the 
operation being intensified by the thought of 
‘going to sleep.” 

g. Elimination of the dangers of all general 
anesthetics. Epwarp L. CorNELL. 


THE CHEST 


operated upon by the author, 21.5 per cent had 
undergone undoubted carcinomatous degeneration. 

A table is given showing the results of 200 con- 
secutive private cases operated upon by the author. 
There were 88 cases of malignancy and 73 of abnor- 
mal involution in the series. 

Free and early excision is the only method to be 
considered, says. the author, and the danger at 
this time is at the most one-half of one per cent, 
with nearly all permanent cures. 

A five-year period as a standard to measure re- 
sults is advocated, as about ro percent of recurrences 
take place in from three to five years. Of 50 con- 
secutive private cases 72 per cent were well three 
or more years after operation. Of these 7 have 
passed the ten-year period and 24 have gone five 
years without recurrence. 

Paget’s disease is considered extremely malignant. 
The author maintains that the affection of the 
nipple and areola is usually a secondary or terminal 
process. 

R6ntgen rays are recommended as an adjunct 
to operation in serious cases. They are used before 
suturing the wound and after healing. As for their 
use, as well as that of electricity and radium, with- 
out operation on an operative neoplasm of the 
mammary gland, there is no justification whatso- 
ever in the author’s opinion. Purtirrs M. CHASE. 
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Boit, H.: The Significance of the Pleural Endo- 
thelium and Its Injury (Uber die Bedeutung 
und die Schidigung des Pleuraendothels bei Oper- 
ationen und beim kiinstlichen Pneumothorax). Beitr. 
z. klin. Chir., 1914, xciii, 326. By Surg., Gynec. & Obst. 

The author discusses rather extensively the func- 

tion of the pleural endothelium and concludes that 
the pleural lining is a resorbing membrane and a 
protection to the pleural cavity and the lung; it is 
quite efficient in overcoming infection, destroying 
bacteria by means of phagocytosis and bactericidal 
substances. The pleural endothelial cells are 
highly organized cells and, while protective on the 
one hand, are also highly vulnerable to injury. 
They are readily injured and destroyed by operative 
manipulations or by the action of air and gas un- 
intentionally or intentionally introduced into the 
pleural cavity. This is shown by the frequent 
occurrence of pleural exudates following operations 
in which the pleura has accidentally been opened 
and also following the formation of artificial pneumo- 
thorax in the treatment of pulmonary tuberculosis. 
This latter follows rather frequently according to 
some observers. Mayer, for instance, reports 18 
cases of pleural exudates in 46 artificial pneumo- 
thorax cases. The exudate contained tubercle 
bacilli 8 times, staphylococci twice, and pneu- 
mococci once. The resistance of the endothelium 
undoubtedly is lowered by the presence of air or 
gas, permitting an infection, either exogenous or 
autogenous, to take place. L. A. JUHNKE. 


Whittemore, W.: Acute and Chronic Empyema. 
Boston M. & S. J., 1915, clxxii, 168. 
By Surg., Gynec. & Obst. 


Whittemore’s paper is a study of 269 cases of 
acute empyema and 35 cases of chronic empyema 


operated upon at the Massachusetts General 
Hospital from January 1, 1910, to January 1, rorr. 
In response to letters many of the patients re- 
turned and were examined by the author. In other 
cases it was necessary to send letters to family 
physicians and, finally, to town clerks. 

In this manner 100 of the acute cases were traced; 
fifty-four additional cases died in the hospital, a 
mortality of 20 per cent. Sixty-eight are well, 
have no discharging sinuses, no bad effects from the 
operation, and are able to attend to their regular 
duties. Twenty have become chronic — persistent 
sinus and cavity with much thickened pleura. 
Twelve have died since leaving the hospital of 
causes apparently not connected with empyema. 
Thirty of the fifty-four cases which died following 
operation were autopsied. Fourteen of these died of 
septicemia—mostly streptococcus; a few pneumo- 
coccus. Others died of pneumonia, 5; pyemia, 3; 
peritonitis, 1; multiple lung abscesses, 2; patent 
foramen ovale and thrombosis of pulmonary artery 
1; no definite cause, 4. 

Of the 35 cases of chronic empyema 23 have been 
traced: 15 are entirely well; 4 are not improved; 
2 died following operation —1 decortication and 
1 curetting of pleura; 2 died of unknown causes 
since leaving the hospital. The results of operations 
for chronic empyema are tabulated. 

Whittemore believes that operation is often too 
long deferred. He advocates operation when aspira- 
tion reveals serum with many leucocytes rather 
than waiting for it to become purulent. He believes 
many cases are not drained at the bottom of the 
cavity. If exploration of the cavity through the 
incision proves that it is too high, he advocates a 
second lower incision if the patient’s condition 
permits. Torr HARMER. 
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ABDOMINAL WALL AND PERITONEUM 


Dowd, C. N.: Preservation of the Iliohypogastric 
Nerve in Operation for Cure of Inguinal 
Hernia. Ann. Surg., Phila., 1915, Ixi, 204. 

By Surg., Gynec. & Obst. 


In the Bassini and allied procedures the splitting 
of the aponeurosis of the external oblique is an 
essential procedure to ensure high ligation of the 
sac. The marked improvement in the per cent of 
recurrences in modern methods is astounding: 
Wood in 1886 reports 27 per cent relapses, Bull in 
1890, 36 per cent, while Bassini reports 2.8 per cent, 
Judd 2.5 per cent, Coley and Bull 2.8 per cent, and 
Murray 1.7 per cent. 

He claims that the results obtained from splitting 
the external oblique and thereby gaining access to 
the subjacent tissues is all important, as well shown 
from the results of the Roosevelt Hospital, where, 
since January, 1910, 1,020 hernias were operated on, 


with only 12 in which recurrences were found. 
Although the per cent of recurrences is small, the 
total number of hernia operations is very high, as 
shown in the report of the New York Academy of 
Medicine, where, in a total of 2,697 operations in 
October, 268 were for hernia, thus indicating that 
10 per cent of the operations of the present time are 
for hernia. The usual form of relapses is the 
direct hernia, as reported by Judd, Bassini, and 
Downes, which would appear natural, as the opera- 
tion for cure usually leaves the region of the internal 
oblique better protected than Hessalbach’s triangle. 

With this in mind, he urges that two considera- 
tions be especially borne in mind — adequate suture 
and preservation of nerve supply. Much attention 
has been given the subject of suture; Coley believes 
the lowermost suture to be of the utmost impor- 
tance. When the conjoined tendon and the fibers 
of the internal oblique and transversalis are found 
weak and attenuated, as described by Blake, Blood- 
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good, and Downes, it is advantageous to bring down 
a part of the rectus muscle, and even to liberate a 
portion of the internal oblique from the transversalis 
fascia, so as to make a reénforced suture line pos- 
sible. 

The twelfth dorsal, the iliohypogastric, and the 
ilioinguinal nerves are the ones encountered, and 
they contain both sensory and motor fibers to supply 
the muscles, peritoneum, fascia, and skin. 

The iliohypogastric is situated between the other 
two and communicates with them in several places; 
when it is large they are small, and vice versa. 
The iliohypogastric nerve runs directly across the 
operative field, and too often it is sacrificed. The 
cutting of this nerve is very important in cases 
where hernias are liable to recur. It is found run- 
ning into the aponeurosis of the external oblique 
about an inch above the external ring, and because 
of its size can be avoided easily. 

Dowd advocates first making the incision in the 
aponeurosis with a knife cut about 1.5 inches above 
the external ring and then slipping curved scissors 
through this opening and pushing the nerve and 
muscle well back before proceeding with the in- 
cision. In the effort to lessen the number of re- 
lapses, proper suturing is more important than the 
preservation of nerve supply, but the nerve surely 
has a definite influence and should not be sacrificed. 

L. B. CRAWFORD. 


Cullen, T. S.: Operation for Radical Cure of Um- 
bilical Hernia in a Patient Weighing Four 
Hundred and Sixty-Four Pounds. Surg., Gynec. 
&F Obst., 1915, Xx, 265. By Surg., Gynec. & Obst. 


This patient insisted on operation as the hernia 
made her practically a semi-invalid. The omentum 
was incarcerated in a large umbilical hernia and the 
abdomen when the patient was standing extended 
to the knees. There was accordingly marked trac- 
tion on the colon and the patient was almost doubled 
up like a jack-knife. Cullen removed a piece of 
adipose tissue of the abdominal wall 36 inches from 
side to side and 19 inches from above downward, 
together with the hernia. The patient made a 
perfectly satisfactory recovery. 


Peterhanwahr, L.: Inflammatory Tumors of the 
Omentum (Uber entziindliche Geschwiilste des 
Netzes). Arch. f. klin. Chir., 1915, cvi, 355. 

By Surg., Gynec. & Obst. 


Diseases of the omentum are relatively rare, but 
probably not so much so as would be indicated by 
the cases published. It is probable that many of 
them escape detection, as the symptoms are variable 
and not particularly characteristic. The most 
positive symptom of tumor of the omentum is 
the superficial location of the tumor. Palpation 
shows dullness; the intestines are never over the 
tumor. 

Peterhanwahr has collected 44 cases of inflamma- 
tory tumor of the omentum from the literature, 36 
of which had been preceded by operation, mostly 


operations for hernia. He divides them into post- 
operative cases and inflammations extending from 
other organs; these may be subdivided into simple 
inflammatory hyperplasia and suppurative or 
abscess forms. The time after the operation varies 
from five days to three years, the average being 
three to four weeks. Many authors think these 
post-operative tumors are due to fragments of silk 
or even catgut ligatures; others think they are due 
to infection of the field of operation. This does 
not seem probable, because in so many of the cases 
the wound has healed by first intention. Peter- 
hanwahr thinks it more probable that they are due 
to suture of an omentum that has already undergone 
pathological change. In old standing cases of 
hernia the omentum is usually involved. This 
view is supported by the fact that the tumors 
usually arise near the site of the old inflammation. 
Care should be taken to suture only normal omen- 
tal tissue, careful asepsis being observed. 

Post-operative inflammatory tumors of the omen- 
tum are rare; Lucas-Championniére only observed 
2 in 275 hernia operations; Dubars reports only 1 
in 300 cases and Tuffier only 1 in 600. The diag- 
nosis of the post-operative cases is easy from the 
history, the superficial position of the tumor, and 
its course. Diagnosis is more difficult in the cases 
which do not follow operation and which develop 
more insidiously. Case histories are given of 
several cases resulting from extension of inflamma- 
tion of the appendix or gall-bladder. 

It is not always necessary to operate for these 
tumors. Often they can be cured by rest in bed, 
hot compresses, and inunction of potassium iodide 
or mercury salve. If there are one or more ab- 
scesses in the tumor, indicated by fluctuation and 
continuous fever, incision is indicated; there is al- 
most always adhesion of the tumor to the abdominal 
wall, so there is no danger of infecting the peritoneal 
cavity. In cases such as one of those described, 
where there are threatening symptoms of intestinal 
occlusion, operation should be performed at once. 
In less severe cases as much as possible of the 
omentum should be preserved, for the sake of main- 
taining its function as “abdominal policeman.” 
If operation shows such extensive adhesions that 
complete removal of the tumor is scarcely possible, 
a number of partial incisions should be made. 

A. Goss. 


Cullen, T. S.: Removal of a Large Tuberculous 
Cyst of the Mesentery of the Jejunum Together 
with a Corresponding Segment of the Bowel. 
Surg., Gynec. & Obst., 1915, xx, 266. 

By Surg., Gynec. & Obst. 


The patient was a frail child five and one-half 
years old. A few weeks before coming under ob- 
servation a tumor was noted in the midline in the 
upper abdomen. It was globular, about 10 cm. in 
diameter, and was supposed to be an enlarged kidney. 
There was a leucocytosis of 15,000. At operation 
the adherent omentum was loosened, the tumor 
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gradually separated from adhesions to loops of small 
bowel, and an attempt made to deliver it. Sud- 
denly there was a slight escape of pus. The sac 
was turned out of the abdomen and evacuated, and 
was then clamped off and removed. It was found 
to spring from the mesentery, the blood-vessels 
supplying the jejunum also supplying it. The blood 
supply of the jejunum was partly cut off and it was 
necessary to resect a large area. Both ends of the 
bowel were closed and a lateral anastomosis done. 
The cyst of the mesentery was filled with pus, and 
its walls consisted of typical tuberculous tissue as 
shown on microscopic examination. The patient 
made a temporary recovery, but two weeks after 
operation developed a facial paralysis. She was 
able to go home, played around with other children, 
but about two months later developed a headache, 
became irritable, and finally there was pain all over 
the head and antipathy to light and later a comatose 
condition and opisthotonus. She soon died, evi- 
dently of tuberculous meningitis. 


GASTRO-INTESTINAL TRACT 


Smithies, F.: What Facts of Diagnostic or Prog- 
nostic Value Can Be Determined from Test- 
Meal Examination of Patients with Gastric 
Symptoms? A Clinical Analysis of 7,041 Con- 
secutive Cases Examined by a Uniform Method. 
Am. J. M. Sc., 1915, cxlix, 183. 

By Surg., Gynec. & Obst. 


The author bases his report on the clinical, 
laboratory, and operative observations on 7,041 
consecutive cases. These patients invariably com- 
plained of dyspepsia or indigestion, and in each 
case symptoms were elicited which pointed to some 
gastric distress. Their ages ranged from 15 to 70; 
there were two males to one female, and, though all 
occupations were represented, 32 per cent of the 
patients were from farms or rural communities. 
The average length of time of the gastric disturb- 
ances was 6.4 years, the shortest two weeks, and the 
longest 40 years. 

The emptying power of the stomach was estimated 
by a physiological meal of mixed food after the 
patient had been taken off ‘“‘diet’’ and the stomach 
was empty. He believes that the 12-hour interval 
is of greater diagnostic value than the 4- to 
6-hour interval of Riegel. Because of its ease of 
administration, its lack of disagreeable features, 
its constancy, and its ease of removal, the Ewald 
breakfast of second-day bread was used to determine 
the secretory factor. The meal was removed after 
a 50-minute interval, except where there were in- 
dications of abnormally rapid emptying of the 
stomach, when it was removed in from 25 to 4o 
minutes. To determine the size and position, with 
the patient in the recumbent position the stomach 
was inflated with an ordinary bulb, expelling one and 
a half ounces at each compression, and the boun- 
daries were determined by auscultation while this 
process was in progress. He found the average 


size of the stomach was 27 ounces in females and 
33 Ounces in males where there was no dilatation, 
but where dilatation existed the average was 41 
ounces in females and 52 ounces in males. It is 
noteworthy that the greatest capacity was associ- 
ated with non-malignant pyloric stenosis. 

Color. In 6.4 per cent of all cases traumatic 
blood was noted. Its presence was as constant in 
simple cardiospasm as in ulceration with or with- 
out spasm. He claims that its appearance upon 
lavage had no consistent relation to any form of 
gastric disturbance other than cancer. Forty- 
eight hours after hemorrhage, lavage in gastric 
ulcers in 44 cases revealed no gross or microscopic 
bleeding. In more than half of 218 consecutive 
cases of cancer traumatic blood was observed. 

Bile coloring. In 11 per cent of the cases various 
shades of green or yellow were obtained. The 
yellowish shade was a result of the straining as a 
consequence of tubing, and it occurred in 74 per cent 
of the patients who had had a previous gastro- 
enterostomy. . 

In gastric atony, ptosis with relaxed pylorus, 
dilatation with or without ptosis, intermittent pylo- 
ric spasm, induration about the pylorus due to ulcer 
or cancer, or obstruction below the papilla of Vater, 
green coloration from bile was noted. In but 19 
per cent of the cases were the coffee-colored or dark- 
brown extracts found in cancer, but they are quite 
as apt to be found in partial stenosis with dilatation 
or atony from non-malignant causes. There were 
314 cases of achylia gastrica, and in 96 per cent of 
this group the extract was a dead-white color, with 
absent chymification. 

Odor. The modifications in acidity influence the 
odor; the normal peculiar, bland, and somewhat 
sweetish odor gives way to the odor of the fer- 
mentation of putrefactive changes in the retention 
cases. In 84 per cent of the cancer group the acrid, 
rancid odor due to volatile organic acids was almost 
pathognomonic, and on the other hand in 76 per cent 
of the non-malignant retention group the yeasty 
aroma was almost similarly characteristic. 

Amount of gastric extract. The average quantity 
of test-meal of the entire series was 108 ccm., of 
the non-retention group 76 ccm., and of the re- 
tention class 350 ccm. In young adults of both 
sexes pyloric spasm, with diseased appendix and 
gall-bladder, was most often associated with hyper- 
secretion; especially was this so if the symptoms had 
persisted longer than an average of 2.8 years. 

Mucus. This was of not much diagnostic im- 
portance, and was only noticed when the pyloric 
channel was obstructed. 

Chymification. This is an indication of mastica- 
tory thoroughness, of the kind of food ingested, of 
the combining power of the hydrochloric acid, the 
presence of normal gastric ferments, and especially 
on the variations in gastric peristalsis and emptying 
power. 

The incidence of retarded gastric emptying power. 
Twelve per cent of the entire series showed some grade 
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of retarded gastric emptying power, and Smithies 
lays stress upon the fact that persistent demonstra- 
tion of gastric retention is cause for surgical in- 
tervention. He has found that some of the most 
marked cases of gastric dilatation have almost 
perfect emptying power. The causes of persistent 
gastric retention were in the order named: gastric 
cancer; duodenal ulcer; gastric ulcer; cholecystitis 
with adhesions; gastric atony; tumors of the pan- 
creas, liver, and kidney; tubercular peritonitis and 
retroperitoneal sarcoma. Pyloric spasm, associ- 
ated with appendicitis, gall-stones, duodenitis, and 
gastritis, together with increased hydrochloric acid, 
and gastroptosis caused intermittent retention. 
The emptying power was retarded in gastric cancer 
in 70 per cent of the instances; in surgical duodenal 
ulcers, two out of every three revealed gastric 
stagnation, while in surgical gastric ulcer some 
grade of retention was proven in 50 per cent of the 
cases. When the appendix or the gall-bladder had 
been operated on in 482 cases of pyloric spasm with 
intermittent gastric retention, in but 21 instances 
was any form of gastric stagnation subsequently 
demonstrated. 

Gastric acidity. He strongly condemns the be- 
littling of the significance of the estimation of 
gastric acidity. The estimates were made by the 
Toepfer method, and he clearly classifies them into 
three groups: (1) that comprising recognized 
disease of the stomach itself; (2) that including 
lesions of the duodenum, gall-bladder, appendix, 
and the large bowel; (3) that comprising so-called 
functional or central disturbances. He found that 
in acute and subacute perforating ulcer of the stom- 
ach the gastric acidity was the highest; that only 
54 per cent of gastric cancers revealed absent free 
hydrochloric acid; that, unless the clinical histories 
are strongly adhered to, in 45 per cent of the 
instances of gastric cancer the acidity returns may be 
confused with simple ulcer, gastritis, or achylia 
gastrica; that in gastric ulcer with retention there is 
an increase of both free hydrochloric acid and total 
acidity, which is not the case in gastric cancer. He 
strongly suspects malignancy when there is dimi- 
nution of free hydrochloric acid, an increase in the 
total acidity, and obstruction, and presence of 
organic acid. 

The highest free hydrochloric acid in Group 2 
was present in cases of pyloric spasm associated 
with subacute cholecystitis, appendicitis, and 
duodenitis. It is curious to note that in gastro- 
enterostomy for non-malignant stenosis there was 
a lowering of free hydrochloric acid and also of the 
total acidity. 

Occult blood in gastric extracts. Apart from its 
significance in malignant processes, its demonstra- 
tion in gastric extracts has very little clinical worth. 
It was present in 42 per cent of all the retention 
cases irrespective of causative lesions; so also was it 
demonstrated in 75 per cent of the 712 cases of 
gastric cancer, and quite as frequently in gastric 
and duodenal ulcers. 


Significance of organic acids in gastric extracts. 
In all non-retention cases it was practically absent; 
in malignant disease, associated with partial stenosis 
and dilatation, lactic acid was present in 53 per 
cent of the 712 operatively demonstrated instances. 
In but 7 per cent of the non-malignant cases was 
lactic acid present, and when free hydrochloric was 
as high as ro it was rarely present. 

Specific ferments in gastric contents. It would 
appear that in certain instances the estimation of 
the eruptic power of the gastric juice toward peptone 
solutions is of considerable value when interpreted 
in the light of clinical history and symptomatology. 
In the differentiation between malignant and non- 
malignant achylias the Wolff test for soluble al- 
bumin when interpreted in connection with other 
clinical and laboratory data proved of considerable 
value. 

Microscopic examination of gastric contents. In 
all, 6,283 microscopic examinations were made. 
Starch digestion is not a constant index of the 
acidity of the stomach juice. Microscopic rem- 
nants of the motor meal have no diagnostic signifi- 
cance, unless associated with food macroscopically. 

Microérganisms in gastric extracts. 1. In 89 
per cent of the cases of benign gastric retention 
there was present large actively budding yeasts, 
with large and small sarcine, and colon-like bacilli, 
together with particles of food. In these cases the 
gastric acidity was above 50. 

2. In 93.8 per cent of all the author’s proved, 
late, malignant cases of gastric cancer, organisms of 
the Boas-Oppler group, associated with food re- 
tention and acid averaging below 10, was a char- 
acteristic picture. He was only able to demonstrate 
so-called “‘cancer-cells” in less than one per cent of 
the cancer cases. 

3. In achylia gastrica he found long rosary-like 
chains, deep-stained cocci, and peculiar, short, fat 
acid-fast rod or cocco-bacillus that grow in chains 
or pairs, when there was atrophy of the mucosa and 
where the motility was not interfered with. 

4. When perforation into adjacent viscus has 
taken place in malignant ulcer or primary cancer, 
or where the obstruction has occurred below the 
duodenum, immense numbers of thick cocco- 
bacilli, associated with or without spirille or strep- 
tococci, together with low acidity, retarded food 
progress, and putrefaction are shown in more than 
94 per cent of cases. L. B. CRAWFORD. 


Einhorn, M.: The Diagnosis and Treatment of 
Gastric and Duodenal Ulcers. Canad. M. Ass. 
J 5. 1988, V5. 63> By Surg., Gynec. & Obst. 


The author believes that Moynihan’s symptom- 
complex alone cannot be taken for a positive proof 
of a duodenal ulcer. This symptom-complex may 
be present and there may be either a gastric ulcer 
or perhaps none at all. The fact that such a symp- 
tom-complex can be caused by gastric ulcer has been 
demonstrated by patients who have been operated 
upon. In these the symptoms sometimes were 
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found to be due not to duodenal ulcers, but to 
ulcers in the stomach situated near the pylorus or 
along the lesser curvature, even near the cardia. 
Whether such a symptom-complex exists without 
ulceration he cannot say. 

The author cannot give the proof, but from what 
he knows he is sure that in a great number of 
cases that have this symptom-complex there are 
no ulcers. The claim that pains do not appear im- 
mediately after eating, as was formerly supposed, 
but always two or three hours later, has been exag- 
gerated. The old teaching that ulcer of the stomach 
is indicated by pain very soon after eating is correct. 
If there is an ulcer somewhere in the stomach and 
it is not in the quiescent state, but is active, we have 
pain soon after eating, not late after, and we have 
pain on pressure. The pressure may not be great, 
yet there is pain. But if we have to deal with a 
latent, quiescent, not active, ulcer, at that time 
there may be no pain. We have a patient, for in- 
stance, who has too much acidity, pains two or 
three hours after meals. The pains are there, 
whether the ulceration is present or not. In cases 
where the great acidity gives rise to an ulcer, the 
other condition, hyperchlorhydria, exists, but the 
symptoms are not due entirely to the ulceration, but 
to primary troubles. The ulcer exaggerates the 
symptoms. If there is great acidity, it makes itself 
felt sooner. That is the author’s explanation. 

The thread-test is the best means of recognizing 
the presence of an ulcer and of ascertaining whether 
it is in the stomach or in the duodenum. 

Not all ulcers can be demonstrated with the 
thread-test, however; for instance, an ulcer on the 
anterior wall of the stomach will not come in con- 
tact with the thread and there will be no stain on 
it. Ulcers situated in the cardia, the lesser curva- 
ture, pylorus, and especially in the duodenum, can 
easily be recognized by the thread-test. It would 
be a great exception if there were a duodenal ulcer 
present and it gave no blood stain on the thread. 

The treatment is outlined for mild, medium, and 
severe cases. It consists essentially of bismuth, 
liquid diet, and rectal feeding. 

While the treatment in peptic ulcers generally is 
a strictly medical one, their sequela may require 
surgical intervention, the indications for which may 
be put as follows: 

1. Perforation requires immediate operation. 

2. Recurrent profuse hemorrhages (hematemesis 
or melena, or both), endangering the life of the 
patient, require a prophylactic interval-operation. 

3. Frequent small hemorrhages, not influenced 
by rational treatment, leading to an appreciable 
degree of constant anemia, demand operative inter- 
vention. 

4. Cases with constant continuous hypersecre- 
tion, accompanied by intercurrent ischochymia, 
not yielding to treatment, should likewise be oper- 
ated upon. 

5. Severe pains not influenced to a considerable 
extent by a repeated course of rational medical 


treatment form a strong indication for operative 
measures. 

6. Stricture of the pylorus leading to ischochymia 
is greatly benefited by surgical intervention — 
gastro-enterostomy. Beginning benign stenosis of 
the pylorus can, however, also be treated tentatively 
by stretching. 

7. Ulcer accompanied by tumor-formation and 
suspected malignancy should likewise be operated 
upon. Epwarp L. CorNELL. 


Brun, H.: Problems in Stomach Surgery, Espe- 
cially the Effect of Gastro-Enterostomy (Magen- 
chirurgische Probleme, inbesondere iiber die Wir- 
kung der Gastroenterostomie). Deutsche Ztschr. 
f. Chir., 1915, cxxxii, 511. 

By Surg., Gynec. & Obst. 


Brun discusses the question of whether gastro- 
enterostomy is effective when the pylorus is left 
open. R6ntgen examination has often shown that 
even when there was a gastro-enterostomy opening 
the food passed over it through the pylorus. He 
concludes that this depends on the position of the 
gastro-enterostomy opening in the stomach. The 
fundus has very little motile power, and if a gastro- 
enterostomy opening is made here the food simply 
passes over it to go to the pylorus, but if the open- 
ing is made in the more actively motile antrum the 
food is forced through the opening. 

The subjective symptoms of ulcer of the stomach 
are hyperscretion, delay in emptying the stomach, 
and pylorospasm. The chief subjective symptom 
is pain. This, however, is not always present in 
ulcer and it is present in some other diseases of 
the stomach. Brun concludes that pylorospasm 
is the primary symptom and that the others are 
produced by it. 

The effect of gastro-enterostomy is not directly 
on the ulcer but on the pain, and it has this effect 
because it overcomes the spasm of the pylorus. He 
suggests, therefore, that it would be possible to cure 
the condition simply by incising the pyloric ring; 
also, that the effect of gastro-enterostomy could 
be made more permanent by also excising the pylo- 
rus to prevent any future spastic condition of the 
pylorus accompanied by recurrence. He suggests 
the possibility, too, of influencing this spasm by a 
section of the vagus. That this is possible is in- 
dicated by a case recently observed, in which, 
after transverse resection of the stomach for ulcer 
of the lesser curvature, a spastic condition of the 
antrum disappeared. 

In operating for a carcinoma of the cardia the 
incision must be carried into the normal tissue. 
This, as a rule, necessitates incising the thoracic 
part of the oesophagus, and in mild cases the opera- 
tion may be performed through the thorax and the 
stomach reached by incision through the diaphragm. 
In severe cases it is preferable to perform the lapa- 
rotomy first and to open the thorax at a second oper- 
ation. 

The next question that arises is how to dispose of 
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the two free ends. The stomach can be brought up 
and attached directly to the cesophagus, but there 
is danger of necrosis of the anterior part of the stom- 
ach. The opening in the stomach can simply be 
sutured and a fistula established through which the 
patient may be fed, but if the stump of the ceso- 
phagus is sutured the tissue becomes necrotic. 
Various plans have been devised for uniting the 
ends of the cesophagus and stomach by plastic oper- 
ation, utilizing either a loop of the small intestine 
or a tube formed from the greater curvature of the 
stomach. Thus far there have been nutritive dis- 
turbances in the organs used for the plastic opera- 
tion. Further improvement in the technique is nec- 
essary. 

In inoperable cases of carcinoma of the cardia or 
cesophagus, Brun suggests establishing an anastomo- 
sis between the cesophagus and the stomach over 
the carcinomatous contraction by means of a loop 
of the small intestine; i.e., performing a palliative 
cesophagogastrostomy. Though this would not 
save the patient it would render his condition much 
more endurable, and, because of the improved 
condition, some cases might later prove to be oper- 
able. A. Goss. 


Mayo, C. H.: Causes of Failure in Gastro-Enter- 
ostomies. Si. Paul M. J., 1915, xvii, 90. 
By Surg., Gynec. & Obst. 


The surgical technique in gastro-enterostomy has 
been carefully worked out, and from a mechanical 
standpoint is now quite perfect. Moreover, the 
details of the various procedures are readily mastered 
and the operation may be made with a low mor- 
tality. However, the percentage of failures, some 
of which are avoidable, is too high. One case be- 
coming an operative failure creates more confusion 
and condemnation of the procedure than many suc- 
cessful cases can overcome. It is the group of cases 
that must be called failures which deters the intern- 
ists and general practitioners from advising surgical 
treatment in many cases until the operation is one of 
necessity with the attendant additional risk from 
the more advanced condition of the disease. 

It has been shown that the further the opening is 
made into the greater curvature of the stomach the 
less effectual is the drainage, since the gastric con- 
tents pass over the opening into the pyloric end of 
the stomach and are forced on by active peristalsis 
toward the duodenum. A gastro-enterostomy, thus 
located, requires efforts at pyloric closure to improve 
delivery. But if the opening is made toward the 
pylorus, the peristaltic contractions may start the 
contents toward the duodenum and into the intes- 
tine through the new opening. Other things being 
equal, such a gastro-enterostomy will deliver the 
gastric contents even if the pylorus is open. 

One of the great immediate bugbears of posterior 
gastro-enterostomy has been the vicious circle. In 
the earlier work of the Mayo Clinic by turning the 
bowel to the right at the point of attachment there 
was an average of one case of vicious circle in about 


fourteen operations. In order successfully to turn 
the bowel to the right it was necessary to leave a 
longer loop and often to make a primary or even a 
secondary entero-enterostomy of the loop. This 
twist of the bowel was a relic of the old anterior 
operation and to obviate it the Y-method of Roux 
was developed and a fairly long loop was used. 
This method is in common use and is employed by 
many surgeons to overcome the difficulties resulting 
from twisting the bowel out of its normal position. 

Jejunal ulcers following gastro-enterostomy have 
been rather frequently reported. I have not ob- 
served any such except in connection with gastro- 
enterostomy itself, just below the opening. In all of 
these cases that were explored, the buried or partial- 
ly buried remains of the non-absorbable suture mate- 
rial used in making the anastomosis was found. The 
true importance of this was not appreciated until it 
was seen ina series of cases. ‘The symptoms in these 
cases very much resembled the original symptoms of 
ulcer which the patient complained of before opera- 
tion. The X-ray might show that the gastric con- 
tents passed by either or both routes, the pylorus or 
the new opening. At the second operation the 
gastro-enterostomy incision seemed to be indurated 
and much thickened throughout a part of its circle, 
yet the stomach could be invaginated through the 
opening. In these cases cure may be obtained by 
opening the loop of bowel at the site of the gastro- 
enterostomy, making a Finney type of plastic opera- 
tion as recommended for pyloroplasty and removal 
of the thread. Eventually a spontaneous cure may 
follow the disappearance of the suture in some cases. 

Jejunal ulcers are usually mechanically produced 
from the retention of permanent suture material in 
making the anastomosis. Patients who have been 
primarily relieved by gastro-enterostomy and have 
developed the same symptoms later should be re- 
operated on and this condition among other causes 
of relapse be looked for. 

The gradual closure of the gastro-enterostomy, 
although a rare occurrence, is an additional cause of 
failure in the operation. 


Scudder, C. L.: Congenital Pyloric Tumor. 
ton M.& S.J., 1915, clxxii, 166. 
By Surg., Gynec. & Obst. 


Scudder’s paper demonstrates that a baby having 
a congenital pyloric tumor obstruction will always 
have a tumor obstruction. He collects a series of 
26 cases of this condition treated by gastro-enter- 
ostomy and subsequently X-rayed, as follows: 
Richter of Chicago, 10 cases rayed 7 days to 3.5 
years after operation; Downes of New York, 6 
cases rayed 4 months to 2 years after operation; 
Mitchell of Washington, 1 case rayed 2.5 years 
after operation; and 9 cases rayed by the author 1 
to 8 years after operation. The returns are uni- 
form. In each case the bismuth examinations 
showed the pylorus obstructed, showed the stoma 
patent, and showed the stoma the only exit from 
the stomach. 


Bos- 
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Three cases of this condition treated by posterior 
gastro-enterostomy which came to autopsy from 
other causes are in accord with the X-ray evidence. 
These are the cases of Morse, F. T. Murphy, and 
Wolbach autopsied 7 months after operation; of 
Grulee and Lewis autopsied 9 months after opera- 
tion; and of Downes autopsied 3.5 months after 
operation. Each showed obstructing pyloric tumor 
both at operation and at autopsy. 

Scudder recognizes that obstruction in general at 
the pylorus may be either mechanical or physiologi- 
cal; i.e., spasm; but in cases with tumor, he be- 
lieves that the tumor alone with the mucous mem- 
brane changes is adequate cause for obstruction in 
all its phases and that it is unnecessary to imagine a 
pyloric spasm associated with the obstructing 
tumor. He deplores the idea, now so prevalent, 
that the hypothetical spasm will stop and the tumor 
disappear. Too prolonged experimental feeding is 
practiced and adequate surgical relief is too long 
deferred. Torr HarMer. 


Barclay, A. E.: The Positive Diagnosis of Duodenal 
Ulcer. Arch. Rantg. Ray, 1915, xix, 280. 
By Surg., Gynec. & Obst. 
The author takes exception to the statements of 
certain American réntgenologists that ‘mere ero- 
sions of the mucous membrane are of no surgical 
consequence.’’ The bleeding from a small super- 
ficial ulcer may be as serious and the chances for 
perforation greater than from a large cicatrized one. 
The danger does not lie in the deformity but in 
the erosive qualities. The deformity is the evidence 
of the effects of ulceration and may have no patholog- 
ical significance. The author believes the clinical 
symptoms of duodenal ulcer are due to duodenal 
irritation which always precedes and may or may 
not have goneonto ulceration. If not, of course no 
deformity of the duodenal shadow will be found. 
The surgeon is not required to operate on those 
cases where nature has healed the lesions by cicatri- 
zation, but on those in which duodenal irritation is 
still present. The author believes also that this 
duodenal irritation is in itself a secondary manifesta- 
tion, and that the ideal treatment for it is not gastro- 
jejunostomy, but the detection and removal of the 
causes of this irritation. G. W. Grirr. 


Friedman, G. A.: The Experimental Production of 
Lesions, Erosions, and Acute Ulcers in the 
Duodenal Mucosa of Dogs by Repeated Injec- 
tions of Ephinephrin. J. M. Research, 1915, 
XXxxii, 95. By Surg., Gynec. & Obst. 


The author has previously pointed out the value 
of polycythemia or polyglobulia for the diagnosis of 
non-bleeding duodenal ulcers in man. Briefly 
recapitulated, his work seems to demonstrate that 
while in duodenal ulcer the condition of polyglobulia 
is frequent and of anemia rare, just the reverse 
occurs in gastric ulcer; thus, of 18 operatively dem- 
onstrated cases of duodenal ulcer, polycythemia 
was found in 15, while in 12 cases of gastric 


ulcer polycythemia was noted only once. Seeing, 
therefore, a possible connecting link between the 
polyglobulias found in duodenal ulcer and the ex- 
perimental polyglobulias found after injections of 
adrenalin on the one hand and in the tendency of 
adrenalin to affect tissues with sympathetic inner- 
vation on the other, Friedman set up the working 
hypothesis that the initial lesion of duodenal ulcer 
may be caused by an excessive secretion of the 
adrenals. With this object in view he undertook 
the following experiments, which consisted of re- 
peated injections of adrenalin in dogs. The dogs 
were injected between 2 and 3 o’clock p.m. almost 
daily, with occasional intervals, no food being given 
in the morning on the days when the injections 
were given. The injections were kept up for one to 
two weeks, being made either into the vein or into 
the muscle. The usual adrenalin hydrochloride 
solution (1:1000) of Parke, Davis & Co. was used. 
The single dose was not less than 1 ccm. of the solu- 
tion, or 1 mg. of adrenalin, and did not exceed 
3 ccm., or 3 mg. by either of the methods. The 
autopsy showed lesions, erosions, and ulcerations 
in the duodenum of 11 dogs out of 12 experimented 
upon. This the author believes is certainly more 
than coincident. 

Friedman was led to publish this preliminary 
study, inasmuch as a careful search in the literature 
had not revealed to him any mention of the selec- 
tive action of adrenalin upon the duodenal mucosa, 
and while the material as yet is too small to admit 
of any definite conclusions he feels that this work 
may have an important bearing upon the patho- 
genesis of the duodenal ulcer in man. 

GeorcE E. BEILBy. 


Andries, R. C.: Post-Operative Ileus, and Ileus 
Accompanying Peritonitis. J. Mich. St. M. 
Soc., 1915, xiv, 86. By Surg., Gynec. & Obst. 


In the treatment of post-operative ileus the 
author recommends enterostomy, which to be suc- 
cessful in these extreme cases must be done without 
added shock to the patient. This can readily be 
accomplished at the primary operation in cases of 
peritonitis accompanied by ileus, and in post-opera- 
tive ileus under local anesthesia, either by separating 
the edges of the old incision or by making another 
small opening. Any presenting distended loop of 
ileum (preferably one near the cecum) can be caught, 
fastened to the cut edges of the parietal perito- 
neum by two or three sutures, and opened by a 
small longitudinal incision. Gas and fecal-stained 
fluids will immediately be forced out in large 
quantities, and the relief to the patient is at once 
apparent. To insure the patency of the opening 
in the gut, a rubber drainage tube is inserted toward 
the proximal end. If in doubt as to which end is 
proximal, a tube can be inserted in both directions. 

Closure of the enterostomy wound is undertaken 
in two or three weeks, by which time the bowel will 
have fully recovered its tone. Toward the end of 
this time enemata are usually effectual, and in 
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some cases even normal bowel movements occur. 
If at this time faces cannot be evacuated per rectum, 
it is advisable to defer closure of the enterostomy 
wound longer than two or three weeks. It will be 
remembered that the opening made in the bowel 
at the time the enterostomy was performed was 
only a small longitudinal slit; simple approximation 
of the edges reinforced by a few Lembert sutures is 
all that is necessary. Occasionally an enterostomy 
wound will even close without an operation, just 
as nature’s fecal fistula usually close spontaneously. 
It is rarely necessary to free all adhesions; make a 
wide resection of the bowel at the point of the 
opening and perform an end-to-end anastomosis. 

The author anticipates post-operative ileus in 
cases of appendicitis complicated by peritonitis in 
which the cardinal symptoms of ileus, vomiting, 
meterorism, and coprostasis are prominent. The 
appendix, if easily accessible, is removed, and the 
peritoneum is drained through the appendix in- 
cision and through the suprapubic and left iliac 
wounds. In addition, a distended loop of ileum is 
stitched to the edges of the peritoneum at the site 
of the appendix incision, opened, and drained. 

The results have been surprising. Patients who 
were delirious, practically moribund, and in whom 
recovery seemed hopeless have survived the opera- 
tion, rallied, and recovered. Five cases are re- 
ported. Epwarp L. CorNELL. 


Peterson, E. W.: The Danger of Delay in the Diag- 
nosis and Treatment of Intussusception in 
Infancy. Med. Rec., 1915, Ixxxvii, 218. 

By Surg., Gynec. & Obst. 


In intussusception the clinical picture is more 
constant and unvarying and the symptoms are 
more uniform and characteristic than in any other 
type of intestinal obstruction. In spite of this no 
class of cases is more often unrecognized and more 
habitually mismanaged and maltreated. Because 
of failure to make a diagnosis or delay in the recogni- 
tion and treatment the mortality of this disease 
is disgracefully high. The figures would probably 
be better if spontaneous disinvagination had never 
occurred and if no case had ever recovered after 
sloughing of the intussusception. It is unfortunate, 
too, that hydrostatic pressure and gas or air inflation 
succeed in a limited number of cases, for such meas- 
ures are often persisted in until the time for a suc- 
cessful operation has passed. It is not the purpose 
of this paper to decry aérohydrostatic treatment 
but rather to emphasize its limitations. 

Thirty-two cases were seen in 10 years, 29 in 
infants and 3 in older children. Of the 32 cases 
subjected to operation 16 died and 16 recovered. 
The author had personal charge of the 19 cases 
whose histories appear in the article. 

The patients ranged in age from 6 days to 13 
months. All were breast-fed, healthy, well-nour- 
ished infants, with one exception. In the physical 
examination an abdominal tumor was palpated in 
every instance. The invagination — unless stated 


otherwise — was in the ileocecal region. Every 
case seen within 48 hours of the onset of symptoms 
was saved by laparotomy. In several instances 
the symptoms had lasted even longer in patients who 
recovered. The fatal cases were all brought in 
late and, for the most part, were considered hopeless, 
but none was refused operation. Eight out of the 
19 cases died. 

These statistics seem inexcusable, but if a reason 
is sought the answer is simple; i.e., failure or 
delay in the diagnosis, improper treatment, or 
procrastination in advising surgical measures. In 
many of the cases it was only after failure of medical 
treatment and mechanical measures to reduce the 
invagination that the patients, as a last resort, were 
sent to the hospital for operation. The fault rarely 
rests with the family in refusing operation, but lies 
with the physician who fails to realize his responsi- 
bility in the care of this peculiarly serious affec- 
tion. 

In a study of this disease the most striking point 
is the wide difference between the mortality in the 
early and in the late operations. The statistics of 
the greatest interest are those giving the time of 
treatment, either surgical or otherwise, after the 
onset of symptoms; and almost invariably one is 
impressed with the fact that “cured”? cases were 
diagnosticated and treated early. Cases recognized 
and operated during the first 24 hours give a mor- 
tality in experienced hands of not over to per cent. 
Cases treated after two days have passed, with but 
few exceptions, have little chance of recovery. 

The symptoms, diagnosis, and treatment are taken 
up in detail. 

The typical sausage-shaped tumor of the text- 
books has been too much emphasized. It is rarely 
felt early and, when present, means that the intus- 
susception has progressed to a considerable ex- 
tent. More often a rounded mass is felt and it 
may occupy any portion in the abdomen. It is 
generally quite movable and may resemble an 
enlarged gland: Where the tumor is oblong or 
sausage-shaped, it is curved with the convexity 
directed toward the umbilicus. The mass may be 
felt to contract or relax under the hand. If the 
tumor cannot be felt abdominally, then bimanual 
rectal examination should be made in every sus- 
pected case. Under anesthesia one seldom fails to 
discover its presence. Epwarb L. CornELL. 


Davis, L.: Rupture of Intestine. Boston M.& S.J., 
1915, clxxii, 163. By Surg., Gynec. & Obst. 


Davis reports two cases of rupture of intestine 
in which suture was followed by recovery. The 
first was a boy who had fallen on a rock 19 hours 
previous to examination. Operation showed the 
abdominal cavity to be filled with fecal fluid and a 
rent in the small intestine extending nearly across 
the gut. This was closed with chromic catgut and 
the abdominal cavity thoroughly washed out with 
salt solution. The abdomen was closed, two 
drains being left. Stimulated with tap water by 
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rectum and caffein and camphor, the wound 
sloughed and healed by granulation. The patient 
was discharged in excellent condition in six weeks. 

The second case was a boy of 8, who had been 
struck by an automobile about two hours before 
operation. He showed signs of internal hemor- 
rhage, and operation disclosed a belly filled with 
blood. A loop of small bowel, completely severed, 
was found. The edges were trimmed and ap- 
proximated with Pagenstecher. The abdominal 
cavity was thoroughly irrigated with salt solution 
and the wound closed, a wick drain being left. 
Subsequent treatment consisted in Fowler’s posi- 
tion, rectal seepage, and strychnia. The patient 
was discharged in excellent condition in three 
weeks. 

In cases of ruptured bowel, by injury, in which 
there has not been an opportunity to wall off the 
infectious area, Davis believes that thorough irriga- 
tion of the abdominal cavity is a life-saving meas- 
ure. In his experience both children and adults 
retain ordinary tap water by rectum as well, if 
not better, than normal salt solution. 

TorR HARMER. 


Anderson, J. H.: Successful Treatment of a Bichlo- 
ride Poisoning Case by Hydraulic Irrigation 
Through a Czcostomy Operation. Surg.,Gynec. 
€F Obst., 1915, XX, 350. By Surg., Gynec. & Obst. 


The author reports a new and successful treatment 
in one case in which the patient had taken 10 grains 
of bichloride on an empty stomach. It was two 
and one-half hours before the stomach was washed 
out by an interne at the hospital. Sufficient mer- 
cury was absorbed to produce total anuria, with the 
usual abdominal symptoms of intense colic and 
purging. 

The rationality of the treatment is based on the 
pathological anatomy. No matter how the mercury 
is absorbed into the circulation, it is resecreted by 
the mucosa of the alimentary canal, the vagina, and 
bladder. This mercury does not remain on the 
surface but is probably reabsorbed if not removed by 
vomiting or purging. Gastric lavage may remove 
some mercury. Milk and eggs may precipitate 
some of it in the stomach and intestines, but owing 
to the severe cramp and pain in the intestines, 
tenesmus, and stools, it is impossible to thoroughly 
remove the contents of the bowels systematically 
and continuously for a number of days, except by 
enterostomy or cecostomy. In addition, this 
method of washing the bowel forces a large quantity 
of water into the portal system, increasing blood- 
pressure, improving the pulse, and diluting the 
poison in the circulation of the heart and kidneys. 
The result is that the plugs of tubular débris in 
the kidney are cleaned out, making secretion of urine 
possible. 

The mercury in the case reported was found solely 
in the watery stools, and as late as the tenth day. 
The urine flowed freely only when water was under 
pressure in the colon. The general effect was 


stimulating. The case made a good recovery. 
The acute inflammation of the kidney subsided in 
about 14 days. The amount of water used by 
cecostomy was from 5 to 10 gallons per day, the 
quantity being gradually reduced until the four- 
teenth day. 

The question of decapsulation in cases where the 
kidneys are badly damaged before this treatment 
is instituted must be left for future tests. The 
important point is the theory of washing out the 
resecreted poison from the entire colon. 


Parkes, C. H.: Stump Treatment in Appendec- 
tomy. IJnterst. M. J., 1915, xxii, 156. 
By Surg., Gynec. & Obst. 


Much discussion has been indulged in upon this 
subject, in which the adoption of a uniform plan 
seems to be about as possible as the adherence to 
the use of catgut in the abdomen to the exclusion of 
silk, or vice versa. 

It is an interesting study to observe the different 
schemes adhered to in the technique of this maneu- 
ver. In this regard one is led to wonder what post- 
operative records show regarding pain, fistule, 
infection of the wall of the cecum, and obstruction 
due to adhesions. It would be exceedingly in- 
teresting to compile statistics on this question, 
based upon the many subsequent operations per- 
formed for the relief, not of a pathological appendix, 
but for pathology due to a previous appendectomy. 
Naturally, this subject alludes only to those opera- 
tions performed during quiescence, with no active 
inflammatory process existing. In cases where 
there is an active inflammatory process, even though 
slight, subsequent adhesions and other untoward 
results are not surprising. In interim cases without 
inflammation the percentage of post-operative 
adhesions or other unexpected sequele ought to be 
very low. 

To insure success with the lowest possible mor- 
tality and the least chance of post-operative 
complications, the following principles should pre- 
vail: 

1. The prevention of hemorrhage by (a) the 
actual cautery when available; (b) the ligation of 
the vessels; (c) the use of formaldehyde, as is done 
in many Clinics; or (d) by the ligation of the stump. 
The latter, however, might become the origin of an 
abscess in the cecal wall because of septic mucous 
membrane left in a pocket. 

2. The prevention of general peritonitis by in- 
vagination, which avoids danger from the access 
of intestinal contents to the free peritoneal cavity 
by the slipping of a ligature off the stump. 

3. The prevention of adhesions between raw 
surfaces by turning the stump into the cecum. 

4. The selection of a simple, safe, and rapid 
method of purse-string operation which does not 
necessitate the use of a specially devised instru- 
ment. 

5. The adherence to one simple plan to establish 
a good habit. Epwarp L. CorneELt. 
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Keilty, R. A., and Smith, A. J.: Intestinal Stasis, 
Bands, Kinks, and Membranes. J. Y. M. J., 
1915, Ci, 549. By Surg., Gynec. & Obst. 

From their study the authors divide peritoneal 
folds into three groups: (1) peritoneal anomalies; 
(2) developed folds (hypertrophies or “‘crystalliza- 
tion of the lines of strain’’); and (3) peritonitis. 
subdivided into acute fibrinous peritonitis, (ca) 
uwon-operative, and (b) operative; chronic fibrous 
peritonitis, (a) the results of acute peritonitis, and 
(b) a gradual fibrosis. 

This division is mainly made upon the gross ap- 
pearance. Microscopical appearance varies only 
in minor detail. Peritoneal anomalies appear as 
normal folds of peritoneum, mesenteries, or omen- 
tum. They are usually thin and have a normal 
blood-vessel distribution. ‘They occupy relatively 
the same positions in all cases. Developed folds 
are thickened normal folds and are always perito- 
neal in nature. The thickening is in the sub- 
endothelial connective tissue and is made up of an 
increase in that connective tissue, likened to the 
hypertrophy of parenchymatous structures. Peri- 
toneal inflammations should be easily recognized, 
the chronic form occurring as radiating and irreg- 
ularly thickened lines — ileum to cecum — as coap- 
tations of parts at abnormal situations and as bands. 

Under the heading of peritoneal anomalies are 
included all alterations or unusual developments 
of folds of peritoneum which are commonly seen, 
such as the cecal folds, Reid’s folds, and Jackson’s 
membrane; secondly, any fold of peritoneum which 
in its general appearance may be likened to these. 
In reviewing the abdominal cavities, one is struck 
by the wide variations in these folds. They occur 
at many different locations and follow many dif- 
ferent types. Several new names are suggested in 
designating these various folds. 

The authors state that it is useless to fill the ab- 
dominal cavity with materials which are foreign to 
it in order to suppress adhesions; it must be rec- 
ognized that to handle the gut excessively will 
result in abrasions; it must be recognized that to 
pinch the peritoneum with forceps, especially with 
rat-tooth forceps, will cause injuries to the perito- 
neum. In accepting this, the surgeon must bear 
in mind that it is Nature’s law to heal injuries and 
that the greatest part of repair is by fibrosis. It 
may be said that the greater the injury to the perito- 
neum at the time of operation, the greater will be 
the number of adhesions at a later date, and vice 
versa. Epwarp L. CorNELL. 


Soper, H. W.: Polyposis of the Colon and Multiple 
Benign and Malignant Adenoma Limited to 
the Sigmoid Flexure of the Colon. Tr. Gasiro- 
Enterol. Ass., Baltimore, 1915, May. 

By Surg., Gynec. & Obst. 


Soper reported a case of polyposis of the colon 
in a child aged 8 years in which the entire colon was 
successfully removed — ileosigmoidostomy. Path- 
ological examination showed the growths to be 


benign adenoma. There was no evidence of any 
inflammatory process in the mucous membrane of 
the colon. 

He also reported 20 cases of adenomatous polypi 
of the sigmoid flexure of the colon. Ten cases were 
multiple. In three cases malignant degeneration 
of a polyp had occurred. In one case three inches 
of the sigmoid was resected. In all the other cases 
the growths were removed by means of the snare 
and cautery. Chronic spasticity of the sigmoid is 
the probable cause of the frequency of the growths 
in this region. A plea is made for routine sig- 
moidoscopy in all cases of chronic constipation and 
in all cases presenting symptoms of blood in the 
feeces, regardless of the presence of hemorrhoids. 
When limited to the rectum and sigmoid the polypi 
can be removed readily by means of the snare and 
cautery, provided they are not too numerous. Even 
when malignancy develops in a_pedunculated 
polyp, it is possible to destroy the growth com- 
pletely without resorting to resection of the bowel. 

Specimens and lantern slides of microscopical 
sections illustrating the malignant degeneration 
were presented. 


Lynch, J. M., and Draper, J. W.: Developmental 
Reconstruction of the Colon Based on Surgical 
Physiology. Ann. Surg., Phila., 1915, lxi, 166. 

By Surg., Gynec. & Obst. 


The authors plead for a better understanding of 
the origin, growth, and function of the large gut 
before surgical procedures are adopted. 

The vitelline duct marks the division of the fore- 
and hind-gut. About the third week of foetal life 
the future cecum and appendix appear as a bud on 
the hind-gut a slight distance aboral to the vitelline 
duct. Thus the terminal ileum and the colon have 
a common embryological origin. 

At the end of the third month the colon undergoes 
a twist and comes to lie over the right kidney, where 
it remains until birth, when, under normal impulses, 
it migrates to the right iliac fossa. In dogs the 
second position is the final one, and man would 
probably have been more efficient had his colon 
remained in this position also. This is demon- 
strated by Bloodgood’s operation of partial colec- 
tomy. Under abnormal impulses the rotation and 
migration are changed, and malformations result 
which later on lead to functional derangements, thus 
explaining those cases of appendicitis which seem 
hereditary; i.e., hereditary misdirection of cecal 
migration and rotation. 

The function of the colon is, first and foremost, 
elimination, while secondary and of very little im- 
portance, is absorption. 

Elimination, not so much of the fecal matter as 
of the different toxins and poisons within the body, 
is the latest and most reasonable theory. Experi- 
ments in intestinal obstruction have shown this. 
And, indeed, an important corollary from this must 
be that colonic irrigation is a reasonable and 
feasible therapeutic measure. The authors believe 
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the effect of colon irrigation is due to the mechanical 
washing away of the toxins. The stomach and 
colon are compared in this respect. The diarrhoeas 
of constipation, syphilis, goiter, and nephritis are 
considered as demonstrating the eliminative func- 
tion of the colon. Experiments, however, show that 
this applies only to the caudad colon; i.e., that part 
beyond the median line of the transverse colon. 

He cites several opinions of noted physiologists 
on the absorptive and related functions of the colon, 
which tend to show that the colon is a place of 
digestion and absorption, particularly of fats. The 
authors state this is not their experience, and they 
further believe that the above slight function is 
overshadowed by the dangers which may arise from 
a slowly emptying cecum and ascending colon. 

Another function of the cecum which the authors 
take exception to is that of absorbing water from its 
contents. They also believe in the idea that the 
caudad colon, after ileocolostomy, may assume the 
functions of the cecum and ascending colon. The 
mistake is due, so they state, to the idea that the 
terminal ileum and cecum are morphologically 
different, whereas being embryological units there 
is a facultative copartnership between them, that, 
in the absence of one, allows the other to take on its 
functions. Thus can be explained the persistent 
diarrhoea and constipation so common after the 
operation of ileocolostomy. 

Conclusions based on X-rays alone are erroneous, 
because the difference between stases due to mechan- 
ical and those due to reflex causes cannot be shown, 
and, second, because it is not certain whether bis- 
muth travels at the same rate as food. 

The authors believe that the good done by rectal 
feedings is due wholly to the water and not to the 
food, and that rectal alimentation is one of our in- 
herited misconceptions. Paiturs M. CHAsE. 


Lobingier, A. S.: Colocolostomy. Ann. Surg., 
Phila., 1915, lxi, 176. By Surg., Gynec. & Obst. 
The author suggests the operation of colocolos- 
tomy as a conservative measure to maintain the 
alimentary purpose of the colon and yet relieve the 
symptoms of stasis. Last year the author presented 
a detailed clinical history and report of operation on 
five patients. This paper includes four more cases. 
After operations for visceroptosis, in quite a num- 
ber of cases the nutritional index remains below par 
and symptoms of stasis still continue. This con- 
dition is due to a very acute angulation of the colon 
at the splenic flexure, and not infrequently at the 
hepatic as well, preventing the onward movement of 
gas and feces. The usual operative procedures do 
not affect this condition in the least. 

The gastroptosis is first corrected when necessary 
by the technique of Rovsing, and the gastrocolic 
ligament then plicated. Following this an anasta- 
mosis is made, usually at the splenic flexure, between 
the two limbs of the colon. If the angle of the 
hepatic flexure is 15° or less a similar anastamosis is 
done also. 


The paper closes with the following summary: 

1. The anastamosis should be 5 cm. in length. 

2. The usual clamps and sutures of gastro- 
enterostomies are used. 

3. The colon should previously be thoroughly 
cleansed with salt solution. 

4. To avoid the possibility of a loop of ileum slip- 
ping between the colonic segments above the anasta- 
mosis, the serosa of the two segments are sutured 
together. Puiturps M. CHAse. 


Wiener, J.: A New Operation for Stricture of the 
Rectum or Sigmoid. Surg., Gynec. & Obst., 1915, 
XX, 222. By Surg., Gynec. & Obst. 


Wiener’s patient, a man of 63 years, came under 
his care at Mount Sinai Hospital. Four months 
before admission he had resorted to a hot enema 
for constipation, and produced a severe burn of the 
rectum. A few weeks later he had small frequent 
bowel movements, probably the result of the forma- 
tion of an inflammatory stricture; his general con- 
dition was not good. Rectal examination revealed 
a hard circular infiltration five inches from the anus. 
The stricture would not admit the tip of the index- 
finger, and the tip of the smallest bougie could not 
be passed through it. The stricture was too high 
up to make linear incisions, and any attempt at 
dilatation would probably have resulted in perforat- 
ing the bowel. An external proctotomy with resec- 
tion of the coccyx would have been much too serious 
an operation for such a feeble old man. Through a 
left rectus incision the abdomen was opened. An 
assistant passed a Wales bougie into the rectum and 
it met an impassable obstruction five inches from 
the anus. At the site of the stricture a white scar 
one inch wide was seen, completely surrounding the 
bowel. The assistant was instructed to make 
upward pressure on the bougie which Wiener had 
made to engage in the stricture by manipulation 
from inside the abdomen. This was at first unsuc- 
cessful, but it occurred to the author that by forcing 
the bowel downward toward the anus from within 
the abdomen, the stricture might be overcome. 
After a few minutes of this manipulation the stric- 
ture began to dilate and soon the tip of the bougie 
was felt in the bowel above the stricture. Larger 
and larger bougies were passed in the same manner 
and the bowel was milked over them from within 
the abdomen as with the first until the largest Wales 
bougie lay in the rectum above the stricture. The 
bougie was allowed to remain in place and the ab- 
domen was closed without drainage. Eighteen 
hours after operation the bougie was removed on 
account of pain. Convalescence was uninterrupted, 
and the man left the hospital at his own request 
a week after operation. He was requested to return 
every few weeks to have bougies passed, but he 
neglected to do so. Nevertheless, four months after 
operation, the largest Wales bougie could be readily 
passed. 

This operation is applicable to strictures more 
than three or four inches from the anus. Its ad- 
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vantages are: (1) ease and certainty, the work being 
done under guidance of the eye; (2) absence of 
shock; (3) rapid recovery; (4) little or no danger of 
perforating the rectum. 


LIVER, PANCREAS, AND SPLEEN 


Frank, L.: Gall-Bladder Infections; Their Treat- 
ment from a Surgical Standpoint. Surg., 
Gynec. & Obst., 1915, xx, 360. 

By Surg., Gynec. & Obst. 


The author thinks the final verdict is yet to be 
rendered as to the disposition of the gall-bladder in 
cases which come for operation. 

Attention is called to the work of Lane, and al- 
though by no means prepared to accept his premises 
in their entirety nor agree with his conclusions in 
toto, it is believed he has opened a wide field for 
profound and deep study and experimentation in its 
relationship to the subject under discussion. 

There are two types of cases to which especial 
attention is directed: the first, cholecystitis without 
stone formation; the second, chronic obstruction of 
the common duct from calculi. 

The author’s observation has been that cases 
without stones are among the most difficult to 
relieve permanently, and he is of the opinion that 
until within the last year or two the treatment con- 
sisting of drainage alone has probably been at 
fault. However, since subjecting these patients to 
cholecystectomy a greater measure of success has 
been obtained. 

He thinks the term chronic cholecystitis has been 
and will continue to be used as an explanation to 
cover errors in diagnosis. A successful culture of 
bacteria from bile in the so-called chronic cases is 
not sufficient to verify the diagnosis, as observation 
has shown in chronic cholecystitis definite changes 
in the gall-bladder walls: whereas, the bile itself 
may or may not contain micro-organisms. Often 
if the gall-bladder is subjected to drainage, pure and 
simple, an ultimate cure does not result. In this 
type, cholecystectomy is necessary to secure per- 
manent and complete relief. If prolonged drainage 
of the choledochus tract is necessary, after removal 
of the gall-bladder, a tube is sutured into the cystic 
or common duct. 

In cases of acute cholecystitis with pus, the gall- 
bladder being isolated from the general peritoneal 
cavity by omental adhesions, he does not advise or 
practice removal of the gall-bladder. Complete 
separation of the adhesions is undesirable, and the 
best results are obtained by carefully separating the 
omental wall from only such an area as will permit 
access to the gall-bladder for the purpose of drain- 
age, which is rapidly carried out, disregarding stones. 
The aim should be to interfere with Nature’s barrier 
as little as possible. The primary object is to afford 
drainage, and at the same time prevent further 
spread of infection. Calculi, if present, can be 
removed at a second operation. He is convinced 
that in these cases cholecystectomy is bad practice. 


The exact status of cholecystectomy has yet to be 
determined. Conclusions based upon the work of 
the men in the large clinics will finally become the 
accepted practice among surgeons generally. With 
Frank it has seemed that it is not so much a question 
of which gall-bladder to remove, as which not to 
remove. The negative side of the question re- 
quires the exercise of greater judgment. Cholecys- 
tectomy is indicated in all cases where calculi have 
for some time been present in the cystic duct. 

The other type of cases to which attention is called 
is that in which calculi are present in the common 
duct, producing more or less continuous complete 
obstruction. If the obstruction is acute, there is 
practically but one opinion as to the procedure; if 
the obstruction is chronic, the procedure to be 
followed is open to discussion. 

Attention is called to the high death-rate in these 
cases. The mortality has been markedly lowered 
through anoci-association and the administration 
of nitrous oxide gas. With the liver damaged, the 
administration of a lipoid-solvent anesthetic is 
contra-indicated. 

Frank offers as a further explanation of the fatal- 
ity, aside from that due to sepsis, the sudden re- 
lease of intrahepatic pressure, and says the condition 
is quite analogous to that of the kidneys in old 
prostatic obstruction. The sudden alteration in 
pressure permits such a tremendous influx of blood 
that the metabolic function of liver-cells is im- 
possible, and as a result death ensues. 

In his operative work in recent years, since be- 
coming familiar with the anocieassociation method 
under gas-oxygen anesthesia, and complete block- 
ing, he has been content with preliminary drainage 
of the gall-bladder. After the gall-bladder has been 
permitted to drain for some time, and the patient’s 
temperature has been reduced to normal, and the 
jaundice has subsided, he does a secondary operation, 
removing the obstruction from the duct. Under 
this plan the mortality is very materially reduced. 


Cullen, T. S.: A Calcified Lymph-Gland Producing 
Symptoms Somewhat Suggestive of Gall- 
Stones. Surg., Gynec. & Obst., 1915, xx, 260. 

By Surg., Gynec. & Obst. 


In this case, while making a right rectus incision 
for the removal of a chronic appendix, Cullen put 
his hand up into the gall-bladder region to see if 
by any chance the gall-bladder contained stones, 
as the patient gave a history of jaundice on one 
occasion. He felt what appeared to be a gall-stone 
and lengthened the incision upward. Situated at 
the junction of the cystic and common duct was a 
calcified nodule about 1.5 cm. in diameter. This 
was gradually shelled out of the adhesions and re- 
moved without either the cystic duct or the common 
duct being opened. On chemical examination it 
was found to bear no resemblance whatever to a 
gall-stone. With hydrochloric acid and_ nitric 
acid it gave off carbonic acid. It was undoubtedly a 
calcified lymph-gland. 
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Peterson, R.: Gall-Stones During the Course of 
1,066 Abdominal Sections for Pelvic Diseases. 
Surg., Gynec. &F Obst., 1915, xx, 284. 

By Surg., Gynec. & Obst. 


It is generally agreed that the appendix should 
be inspected and removed when necessary when the 
abdomen is opened for pelvic disease. This does 
not hold true if the pelvic disease be of such a nature 
that further abdominal manipulation will likely 
contaminate the clean peritoneum or if the condition 
of the patient forbids further manipulation. 

The same kind of reasoning applies to the gall- 
bladder when the abdomen is opened for pelvic dis- 
ease. The patient has the right to demand that 
all her abdominal derangements be cared for at 
one and the same operation in so far as this can be 
done with comparative safety. Since it is shown 
that in quite a percentage of cases of pelvic dis- 
ease gall-stones are present and give rise to symp- 
toms prior to or subsequent to the pelvic operation, 
unless contra-indications exist similar to those 
cited in the case of the appendix, the gall-bladder 
should be palpated and gall-stones removed when the 
abdomen is opened for other purposes. 

The day of the small abdominal incision is past. 
The incision should be large enough to allow of 
thorough abdominal exploration. Otherwise im- 
portant lesions in other portions of the abdomen 
will be undiscovered and the patient left in an un- 
satisfactory condition because, while cured of one 
lesion, she will suffer from another. 

Operations on the gall-bladder are contra-indi- 
cated in the presence of malignant disease of the 
uterus or the appendages, unless an operation upon 
the gall-bladder or biliary passages be imperatively 
demanded for the relief of pain. 

A careful history will sometimes fail to reveal 
symptoms pointing to gall-stones; yet when calculi 
are found during a pelvic operation, vague symptoms 
ascribed to “gastralgia”’ or ‘“‘indigestion”’ are ex- 
plained. To leave gall-stones under such conditions 
will result in only a half-cure, no matter how skill- 
fully the pelvic lesions have been cared for. Fur- 
thermore, in order to secure the best operative 
results gall-stones should be removed as early as 
possible, before complications have set in. 

The author’s report is based upon observations 
made upon coincident gall-stones in 1,066 pelvic 
operations performed by the abdominal route. In 
every: instance the pelvic symptoms predominated, 
the strictly gall-bladder cases being eliminated. 
In every instance then the question had to be de- 
cided at the time of the pelvic operation, when the 
gall-stones were found, whether it was advisable 
to extend the operation so as to care for the existing 
gall-stones. This naturally raised the question as 
to whether uncomplicated gall-stones really called 
for operation — a question that can be answered only 
by obtaining the subsequent histories of patients 
in whom the calculi were left at the time of the 
pelvic operations. This has been done in quite a large 
proportion of the cases and the results analyzed. 


Among the 1,066 patients, gall-stones were found 
135 times, or in 12.66 per cent of the cases. Kelly 
estimates that gall-stones were present in 8 per 
cent of his gynecologic patients. In 1,244 patients 
operated upon at the Mayo Clinic for uterine myo- 
ma, 7.1 per cent had gall-stones. 

Gall-stones are more common in women than in 
men. The high percentage of gall-stones in the 
present series, 12.66 per cent, is probably due to one 
or more of three causes: the relatively advanced 
age of the patients examined, since it is fairly well 
established that the older the person the greater 
the liability to gall-stones; the high percentage of 
women in the series who had borne children; or 
finally to the large proportion of uterine and ovarian 
neoplasms present in the women examined for gall- 
stones. 

The percentage of gall-stones increased with each 
decade from the age of 20, varying from 6.8 per 
cent in 276 patients examined between the ages of 
20 and 30 to 29.1 per cent in 24 women between the 
ages of 61 and 70. 

Pregnancy and the puerperium favor the forma- 
tion of gall-stones. Among the causes may be 
mentioned the encroachment of the enlarging preg- 
nant uterus upon the liver and its biliary passages, 
thereby favoring the stagnation of the bile stream, 
the resulting infection of that stream, and the forma- 
tion of gall-stones. Constipation in women pro- 
duced by the lack of exercise and the pregnant 
state also tends toward infection of the bile-ducts 
and gall-bladder. Women who have borne chil- 
dren are more subject to gall-stones, as shown by 
the fact that 114, or 84.41 per cent, of the 135 
patients with gall-stones in the present series had 
borne children. Mayo found that go per cent of his 
patients with gall-stones had borne children, and 
that 90 per cent of these women identified the begin- 
ning of their symptoms with some pregnancy. 

Gall-stones were present in 10.8 per cent of 285 
cases of fibromyomata, in 14.5 per cent of 103 
sizable ovarian cysts, and in 19.6 per cent of car- 
cinoma of the cervix and body of the uterus. In 
55 patients with gall-stones having these neoplasms, 
40 or 80 per cent were over 40 years of age. The 
high percentage of gall-stones in patients with 
cancer of the uterus, 19.6 per cent, is probably ex- 
plained by the age of the patients, since all the 11 
patients were over 40 years of age. Looking at the 
question from another standpoint: in 382 patients 
with either fibroids, ovarian cysts, or cancers of 
the uterus but without gall-stones only 52.36 per 
cent were over 40. In other words: age, not dis- 
ease, is the determining factor in the formation of 
gall-stones. 

The gall-bladders were drained in all but 2 of 
the 57 cases in which the gall-stones were removed. 
The gall-bladders were attached to the parietal 
peritoneum, probably accounting for certain cases 
of soreness and dragging pain in the gall-bladder 
region considered in detail among the end-results. 
There were 2 operative deaths among the 57 pa- 
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tients. These deaths cannot be ascribed to the 
surgery of the gall-bladder but to peritonitis from 
unsuspected virulent, purulent foci in the pelvis. 
The convalescence of the patients from their pelvic 
operation was rarely prolonged by the additional 
gall-bladder operation. 

The attempt to arrive at end-results from cor- 
respondence with patients is not altogether satis- 
factory. The more the form-letter asks the less 
information is secured; therefore inquiries were 
confined to presence or absence of symptoms ref- 
erable to the gall-bladder. 

The 135 patients with gall-stones were divided 
into two classes: (1) those from whom the gall- 
stones were removed, 57; (2) those where the gall- 
stones were palpated, but for one reason or another 
were not removed, 78. Forty-five, or 81.8 per cent, 
of the first class and 55, or 77.4 per cent, of the 
second class were traced and their replies analyzed 
as follows: 

1. Patients from whom gall-stones were removed 
incidental to pelvic disease. Among these patients 
were two primary deaths and 45 out of the remaining 
55 patients were traced. Of these 45 patients, 29, 
or 64.4 per cent, wrote that they had had no symp- 
toms referable to the gall-bladder since their opera- 
tions; that is, they had had no gall-stone colic, no 
jaundice, no pain in the gall-bladder region, nor 
symptoms of indigestion, which could be ascribed to 
biliary calculi. 

On the other hand, 16 patients, or 35.5 per cent 
of the cases, reported symptoms having to do with 
the gall-bladder region. However, most of those 
with symptoms, 11 out of the 16 patients, had had 
no gall-stone colic nor other symptoms which would 
lead to the suspicion that they had had a recurrence 
of the gall-stones. Their symptoms were dragging 
pains in the right side in the neighborhood of the 
incision, or soreness in the same region. As before 
stated these symptoms are attributable to the 
method of operation employed, the dragging up- 
ward of the gall-bladder and fastening it to the 
parietal peritoneum. The occurrence of such symp- 
toms in a certain proportion of cases where the gall- 
bladder is drained by this method has been noted 
by other observers and has led to drainage in the 
natural position of the gall-bladder and non-attach- 
ment to the parietal peritoneum. In a further 
series of cases this latter method will be employed 
with the expectation that the symptoms described 
above will be largely eliminated. 

Five patients had distinct gall-stone attacks 
following removal of the calculi and drainage of the 
gall-bladder. One patient had the gall-bladder 
removed nine years after the cholecystostomy, no 
stones being found. Another patient was operated 
upon ten years afterward and had 15 stones re- 
moved. Still another patient, according to the 
testimony of her physician, suffered from repeated 
attacks of gall-stone colic just after returning home 
from the hospital but had had no recurrence for a 
number of years at the time of the report. 


Summarizing these findings, it is fair to state 
that 40 out of the 45 patients, or 88.8 per cent, were 
free from gall-stone colic following the operations, 
while 11.1 per cent had a recurrence of the gall- 
stone colic. Whether all the stones were not re- 
moved at the time of operation or whether calculi 
re-formed it is difficult to say. Occasionally gall- 
stones do re-form, but from the testimony of those 
with the most experience their recurrence is exceed- 
ingly rare. 

It is to be regretted that time has not permitted 
a careful perusal of the histories in reference to the 
presence of symptoms prior to the pelvic operations, 
but such a research is so time-consuming that it has 
been left for a subsequent paper. It can only be 
stated that, while in a few cases gall-stones were sus- 
pected prior to the pelvic operations, in no instance 
were the symptoms such as to overshadow the im- 
portance of the pelvic condition. However, it is 
only fair to say that more careful histories may 
greatly increase the number of suspected cases. 

2. Patients in whom gall-stones were found but 
not removed at the time of the pelvic operations. As 
expected, the primary mortality was high in this class 
of cases, for it included many patients with compli- 
cated tumors and patients operated upon radically 
for cancer of the uterus. There were 7 primary 
deaths from causes it is unnecessary to detail, since 
they have no especial bearing upon the subject 
under discussion. They are only of importance 
as showing the severity of operations and why it 
was deemed inadvisable to remove the gall-stones 
at the same operation. 

Of the 71 remaining patients, 55, or 77.4 per 
cent, weretraced. Four patients died subsequently: 


3 from causes unconnected with the biliary tract 


and 1 six years after the pelvic operation, from what 
was apparently hepatic cancer preceded by attacks 
of biliary colic. 

Of the 51 surviving patients from whom replies 
were received, 32, or 62.7 per cent, had nosymptoms . 
referable to the gall-bladder, although one or more 
gall-stones were present in each instance when they 
were discharged from the hospital. On the other 
hand, 19 patients, or 37.2 per cent, wrote that they 
had had symptoms referable to the gall-bladder: 
1o had had distinct gall-stone attacks; 6 had suf- 
fered from pain in the region of the gall-bladder; 
2 had been operated upon for gall-stones, while 1 
had been jaundiced. 

Had it been possible to perform cholecystostomy 
at the time of these pelvic operations, over go, in- 
stead of 62 per cent, of these 51 patients would have 
been spared symptoms referable to the gall-bladder. 
But in many of the cases additional operative pro- 
cedures were clearly contra-indicated, and if. they 
had been carried out would have greatly increased 
the primary mortality. Still in some of the cases 
the gall-stones could have been removed had the 
operator been possessed then of the evidence now 
at hand, that gall-stones left at the time of pelvic 
operations will give rise to distinct subsequent gall- 











GENERAL SURGERY —SURGERY OF THE ABDOMEN 33 


bladder symptoms in 30 per cent of the cases. In 
another series of cases the author states that he 
would remove gall-stones in every instance unless 
such a procedure were distinctly contra-indicated. 

The author’s conclusions are as follows: 

1. Except when contra-indicated by the con- 
dition of the patient or the possibility of contamina- 
ting a clean peritoneum, the gall-bladder should 
always be palpated when the abdomen is opened for 
pelvic disease. 

2. The small abdominal incision should give 
way to one large enough to permit of thorough 
exploration of the abdominal cavity. 

3. Gall-stones will be found incidental to pelvic 
disease in from to to 15 per cent of cases. 

4. Their frequency will depend upon the ages of 
the patients more than upon the variety of the 
pelvic disease. 

5. As with gall-stones in general, in women with 
or without pelvic disease the older the patient the 
more liable she is to have gall-stones. 

6. Gall-stones are much more common in women 
who have had children. In the present series of 
cases 84.4 per cent of the 135 women with gall-stones 
incidental to pelvic disease had borne children. 

7. When gall-stones are removed at the time of 
pelvic operations, from 85 to 90 per cent of the 
patients will have no subsequent symptoms refer- 
able to the gall-bladder, provided the proper tech- 
nique be employed. 

8. When gall-stones are not removed, either be- 
cause their mere presence is not thought sufficient 
to warrant their removal or because the condition of 
the patient forbids further operative procedure, 
30 per cent of the patients will suffer subsequently 
from gall-stone attacks or other symptoms referable 
to the gall-bladder. 

g. Therefore, since gall-stones are always liable 
to produce symptoms and at times are a distinct 
menace to the patient, they should be removed when 
the abdomen is opened for pelvic disease if it can 
be done without much additional risk to the patient. 


Stanton, E.M.: The Re-Formation of Gall-Stones 
After Operation. Ann. Surg., Phila., 1915, Ixi, 
226. By Surg., Gynec. & Obst. 


Stanton states that notwithstanding the relative 
frequency of clinical recurrences following gall- 
stone operations, actual re-formation of stones in the 
gall-bladder or ducts following their removal by 
operative methods is of extremely rare occurrence. 
This is proven both by the observations of surgeons 
having a large experience in gall-stone surgery and 
by the remarkably small number of reported cases 
in the literature. 

Richardson in his extensive experience had not, 
up to a short time before his death, encountered a 
single case which he could look upon as a true re- 
currence. In 1,780 gall-stone operations, Kehr had 
only three cases of true recurrence. 

Concerning the frequency of stones overlooked 
at the first operation, Kehr is aware of having, 


himself, overlooked stones in 2.5 per cent of 1,105 
cases, and Stanton believes that stones are over- 
looked at the first operation in from 2 to ro per cent 
of cases, or even more, depending upon the skill 
of the operator and the class of cases which he is 
called upon to treat. 

The reported cases of true recurrences are classi- 
fied under the following heads: (1) re-formation of 
stones in the gall-bladder following cholecystostomy, 
4 cases; (2) re-formation of stones in the ducts, 8 
cases; (3) cases in which the new stones have formed 
upon unabsorbable suture material or threads 
from gauze tampons used during the first operation, 
9 cases; (4) miscellaneous and doubtful, 8 cases. 

In conclusion, the author states that if no foreign 
body is left in the gall-bladder or ducts after the 
operation, the re-formation of gall-stones is so rarely 
observed as to constitute an almost negligible factor 
in gall-bladder surgery. The two most important 
factors in determining the end-results of gall- 
bladder surgery are the complete removal of the 
calculi and the maintaining of sufficiently prolonged 
post-operative drainage. In the absence of organic 
duct strictures he believes that the question of 
cholecystostomy vs. cholecystectomy is largely one- 
of technical expediency in individual cases. In 
many badly diseased gall-bladders it is easier and 
safer to remove the gall-bladder than to try to 
remove all of the stones and fragments of stones 
from the gall-bladder in situ; the same is true of 
gall-bladders containing great numbers of minute 
stones and cholesterin particles. 


Einhorn, M.: Recent Studies of Pancreatic Secre- 
tion. Tr. Am. Gastro-Enterol. Ass., Baltimore, 1915, 
May. By Surg., Gynec. & Obst, 


The author shows that the rennet ferment of the 
stomach and the rennet ferment of the pancreas 
are different in their action on milk. The gastric 
rennet curdles milk either raw or boiled, whereas 
the pancreatic secretion curdles raw milk and not 
boiled milk, the latter remaining fluid 4 to 6 hours. 
Gastric rennet curdles milk quicker than pancreatic 
rennet. From these and other experiments the 
author concludes that unboiled milk would be more 
easily digested than boiled milk. 

He then describes the method of determination of 
the three main pancreatic ferments—amylopsin, 
steapsin, and trypsin—by means of glass agar tubes. 
He estimates the amount of ferments present, ac- 
cording to the length of agar column in the glass 
capillaries, that has undergone change by their 
action. He considers the following figures as av- 
erage in normal individuals: amylopsin 6 mm., 
steapsin 3.5 mm., trypsin 2.5 mm. He examined 
the duodenal contents in about 175 patients, 
making 275 separate examinations. 

He advocates the establishment of the amount of 
trypsin present as the standard of comparison for 
the functional efficiency of the pancreatic juice and 
accordingly makes the following distinctions: 

Eupancreatism: normal function, all three fer- 
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ments present, trypsin normal amount, 1 to 4 mm. 

Hyperpancreatism: increased activity; all three 
ferments present, trypsin in excess — above 4 mm. 

Hypopancreatism: diminished activity; the three 
ferments present, trypsin decreased — below 1 mm. 

Dyspancreatism: disturbed function; one or two 
of the ferments are absent. 

Heteropancreatism: varied function; the presence 
and amount of ferments showing no constancy, but 
variations every now and then. 

According to the quantity of secretion he dis- 
tinguishes enchylia (normal secretion), hyperchylia, 
hypochylia, and achylia pancreatica (no pancreatic 
secretion at all). The latter is a very rare condition. 

He then proceeds to analyze the condition of the 
pancreatic secretion in various diseases (ulcer of the 
stomach and duodenum, achylia gastrica, chronic 
pancreatitis, cirrhosis of the liver, cholecystitis 
and cholelithiasis, and diabetes mellitus) and to 
give the results according to the classification de- 
scribed above. The various conditions are illus- 
trated with case histories. 


Linder, W.: Acute Hzmorrhagic Pancreatitis; 
Report of Eight Cases. Surg., Gynec. & Obst., 
IQI5, XX, 204. By Surg., Gynec. & Obst. 


In a very interesting article on acute hemorrhagic 
pancreatitis, the author dwells at length on the 
clinical aspect of this serious disease. Fully recog- 
nizing the great difficulties in diagnosing acute 
pancreatitis, he yet maintains that the careful 
taking of the history and a thorough investigation 
of all clinical phenomena will enable one to make a 
probable diagnosis in a certain number of cases. 

There is no distinct pathognomonic sign of acute 
pancreatitis; hence, the uncertainty in diagnosis. 
Linder, however, presents to the reader a symptom- 
complex of this disease which is very significant and 
which has proved of great value in his own personal 
experience. It is particularly important in all acute 
upper abdominal conditions to bear acute pancreati- 
tis constantly in mind, for in many cases it may 
complicate another disease, as gall-stones, for in- 
stance, and may be entirely overlooked. 

Many cases, Linder says, cannot be diagnosed 
until the abdomen is opened, and not until the 
characteristic serosanguineous or ‘“beef-broth” 
fluid and the spots of “‘fat-necrosis” are found. He 
calls particular attention to those obscure cases in 
which the diagnosis is still not clear, even when the 
abdomen is opened. He has personally met with 
three such cases that came for examination with 
symptoms of acute intestinal obstruction. Upon 
opening the abdomen, there was no evidence of 
either mechanical obstruction or mesenteric throm- 
bosis. But bearing in mind that acute pancreatitis 
might be the cause of the trouble, the operator at 
once tore through the gastrohepatic omentum, and 
obtained the serosanguineous fluid from the lesser 
peritoneal cavity. 

The author has made two observations which he 
regards of great significance, viz: 


1. The intense cyanosis of the distended small 
intestine, while there is no evidence of any mechani- 
cal obstruction or thrombosis of the mesentery. 

2. The change in consistency of the greater omen- 
tum. Linder says that the omentum in these cases 
no longer has the usual fatty or oily feel, but becomes 
granular or gritty to the touch, which is very char- 
acteristic when once observed. 

These two conditions have led him to suspect the 
pancreas as a cause of the trouble in otherwise ob- 
scure cases, and he was then able to verify this by 
going through the lesser omentum and releasing the 
fluid from under it. 

Post-operative hemorrhage is mentioned as a very 
serious complication. The author lost one patient 
from repeated hemorrhages, the last one occurring 
on the seventy-fourth day after the operation 
proving fatal. On one occasion, this patient vom- 
ited large quantities of blood and also passed blood 
by bowel. It seems that the corrosive action of the 
pancreatic secretion may cause an erosion of a vessel 
or perforation of a neighboring organ. Some cases 
of sudden death are due to hemorrhage into the 
pancreas itself, the so-called apoplexy of the pan- 
creas. 

The prognosis in acute hemorrhagic pancreatitis 
is very grave and the mortality still high. Of eight 
cases operated on by Linder, four died, giving a 
mortality of 50 per cent. In a series of cases re- 
ported by Prof. Korte, the mortality is about the 
same. Early diagnosis and prompt surgical inter- 
vention, the author believes, will yield more favor- 
able results in the future. 

The treatment of acute hemorrhagic pancreatitis 
is entirely surgical; and the author has been guided 
in this by the principles laid down by von Mickulicz 
that ‘‘acute pancreatitis is to be looked upon as an 
acute phlegmon, which runs a very severe course, 
and the only rational therapy is to open the focus of 
infection by multiple puncture and drain the toxic 
and infectious tissue.” HERMAN SHANN. 


Roblee, W. W.: Splenectomy in Primary Pernicious 
Anemia. J. Am. M. Ass., 1915, lxiv, 796. 
By Surg., Gynec. & Obst. 


Primary pernicious anemia is probably due to a 
toxin which may be of bacterial, chemical, or parasit- 
ical origin, and in some cases there is an increase 
of the unsaturated fatty acids. The spleen seems to 
exercise an influence favorable to the elaboration 
of these substances. These toxins appear also to 
cause a hyperemia of the splenic pulp because of 
changes in the blood-vessels, which cause the blood 
to be poured directly into the pulp. The presence 
of the spleen seems to cause a diminution in the 
amount of the total fats and cholesterins of the 
blood which are antihemolytic. For these theoret- 
ical reasons, and because of the numerous cases on 
record in which a cure has been obtained in Banti’s 
disease, which is closely related to pernicious anemia, 
splenectomy appears to be indicated in these and 
the closely associated anemias. 
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Removal of the spleen, either in sickness or in 
health, does not affect the patient injuriously. 
The operative mortality is not high even in very 
weak patients. 

A rapid and striking remission of all symptoms 
appears, the change in the blood picture coming 
quickly and quite certainly. Other methods of 
treatment should be combined with splenectomy, as 
more than one factor is doubtless at work in these 
cases. It will certainly prolong life and, with our 
incomplete knowledge of the etiology of this disease 
and the certainty that death will come under every 
known method of treatment, patients should be 
offered this additional chance of recovery. 

Epwarp L. CORNELL. 


MISCELLANEOUS 


Williams, J.'T.: Visceral Ptosis. Boston M.&.S.J., 
1915, clxxii, 13. By Surg., Gynec. & Obst. 
The author briefly reviews the present knowledge 
of the mechanics, causes, and symptoms of visceral 
ptosis and sets forth in detail the varying ideas as 
to its treatment. The following conclusions are 
reached: 

The conflicting evidence reviewed is proof that 
none of the various methods of treatment has 
proved universally satisfactory. It is fair to say, 
however, that but few men have carried out any 
of the outlined procedures with the vigor ordinarily 
applied to the treatment of other pathological 
conditions. Concerning the surgical treatment, 
the amount of work done so far is too small to base 
an opinion upon. The number of surgical pro- 
cedures which a single case demands prohibits 
operative treatment in a considerable proportion of 
cases. Gymnastic treatment is of great benefit 
early in the process, but, unfortunately, the ana- 
tomical changes are so extensive in advanced cases 
that but little help can be expected from exercises. 

Corsets, although, of course, only palliative and 
never quite relieving the patient’s symptoms, are 
of much value and probably in advanced visceral 
ptosis will continue to give more comfort than 
anything else. 

The greatest prospect for improvement lies in 
prophylaxis, as pointed out by Goldthwait. Cer- 
tain individuals are predisposed to ptosis by ana- 
tomical peculiarities. These patients should be 
easily recognized by their tendency to the ptotic 
figures and by general muscular insufficiency. If 
such persons are taken early in life, their attitude 
corrected and their muscles developed by exercise 
and proper food, it should be possible to prevent 
the development of extreme cases of visceral ptosis. 

Epwarp L. CorNELL. 


Skeel, R. E.: An Analysis of the Mortality of Ab- 
dominal Surgery. J. Mich. St. M. Soc.,1915, xiv, 
110. By Surg., Gynec. & Obst. 


The study is that of the abdominal operations 
performed by the author in St. Luke’s Hospital, 


Cleveland, from July 15, 1908, to July 15, 1914. 
A number of patients operated upon during the 
same time, both in other institutions and in private 
houses, are not included, although the results are 
approximately the same, but the technique was not 
so thoroughly under control, neither could the mor- 
bidity and final results be so accurately ascertained. 
The study is confined to abdominal operations. 

Salpingo-oéphorectomy. In 142 salpingo-odpho- 
rectomies no deaths resulted. With one exception, 
all were performed for true inflammatory lesions, 
following either gonorrhoeal, puerperal, or instru- 
mental infection. An occasional case presented no 
adhesions, but for the greater part the typical 
inflammatory exudate was encountered with ad- 
hesions to the uterus, bladder, or intestine, and the 
separation of such adhesions is not counted as a 
distinct operation. 

Twenty-seven patients were operated upon for 
tubal pregnancy without mortality, and in only one 
case was operation deferred until the patient was 
in better condition. This one had an infected 
hematoma in the cul-de-sac, which was walled off 
from the general abdominal cavity by adhesions 
above it. It was opened and drained, but repeated 
hemorrhage from the tube into the abdominal 
cavity made radical operation imperative a few 
days later. 

Following 85 ovariotomies for tumor there were 
two deaths. The first of these occurred in the third 
week after operation while the patient was up and 
about the ward. The symptoms were those of 
pulmonary embolism, and this diagnosis was con- 
firmed by autopsy. The second death was that of a 
patient who not only had two large papillomatous 
ovarian cysts removed, but who suffered also from 
mitral insufficiency with cardiac dilatation, par- 
enchymatous nephritis, and ascites. The operation 
was done to relieve the enormous abdominal dis- 
tention and the discomfort which it caused, but 
without any hope of cure. The patient remained 
in the hospital for two months and then succumbed 
to the cardiorenal changes. 

Few myomectomies were performed, and these 
were for small or pedunculated growths only, the 
uterine myomata being so universally multiple that 
when operation was called for hysterectomy was 
usually chosen. 

Of the 92 supravaginal hysterectomies for benign 
conditions, none died in consequence of the opera- 
tion, but one death occurred in the hospital from 
perforation of an undiagnosed cecal ulcer. 

Of the complete hysterectomies for benign con- 
ditions, the one death which took place was due to 
nephritis, followed by bronchopneumonia three 
weeks after operation. This was an instance of 
profound anemia from pre-operative hemorrhage 
due to a submucous myoma. 

Uterine suspensions and fixations resulted in one 
death. The cause of death was a Littré’s hernia 
through a small opening which was left in the 
broad ligaments after a round ligament shortening. 
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There were, therefore, 6 deaths following 495 
classified pelvic operations. 

In the suprapelvic portion of the abdomen 86 
operations were performed upon the biliary tract, 
with 5 deaths. The first of these deaths was due 
to injury to the pancreas and was a clear operative 
death, the pancreatic secretion digesting the catgut 
sutures used to close a preéxisting fistulous opening 
into the duodenum. The second death was due to 
diabetic coma. Another death was due to intestinal 
hemorrhage ten days after an operation for chronic 
cholecystitis in a patient who was not jaundiced. 
The last deaths were those of two patients who had 
lost much weight through years of suffering, one of 
whom had discharged great quantities of fluid 
through a biliary fistula, which persisted after a 
cholecystostomy. 

Of 93 herniotomies for conditions short of actual 
strangulation, one patient with double irreducible 
scrotal hernia with one side incarcerated died from 
pneumonia, which began on the third day after 
operation and terminated on the eighth. 

Operations for acute appendicitis and its com- 
plications. After 170 operations five deaths oc- 
curred, all in late cases; that is, in patients who had 
been ill more than two or three days. One patient, 
whose entire cecum was gangrenous, died from 
intense toxemia, one from septic pneumonia, and 
one from intestinal obstruction (whether septic or 
organic was never determined); but the persistence 
of normal temperature until just before death 
causes one to suspect that it was organic, although 
an enterostomy gave no relief. 

The 380 patients upon whom appendectomy was 
done for chronic or recurrent appendicitis, or as an 
incident in the course of other abdominal operations, 
recovered as a matter of course, it being a curious 
fact that none of the patients died from whom the 
appendix was removed casually, excepting the case 
of round ligament shortening mentioned earlier. 

The unclassified operations present the greatest 
absolute number of deaths as well as the highest 
percentage of those having any considerable num- 
bers. 

There were no deaths after pylorectomy, circular 
resection of the stomach, or gastrectomy, but there 
were five deaths following gastro-enterostomy, an 
operation which, considered by itself, seldom is 
followed by death. The first occurred in a victim 
of acute dilatation of the stomach, which was the 
terminal event of a case of carcinoma of the py- 
lorus. One death was from lobar pneumonia, which 
began eight hours after an operation in which ni- 
trous oxide was the anesthetic. Another took place 
eleven days after an operation for benign stenosis 
in aman of 62, who had been ill for years. Pre- 
vious to operation his aspect was that of an in- 
dividual who had undergone slow starvation to a 
point beyond recovery, and his post-operative 
history bore out that conclusion. In another, 
death was due to an enormous ulcer in a contracted 
stomach with almost complete closure of the pylorus. 


The patient died on the second day, probably from 
shock, although the exitus was very sudden. Au- 
topsy showed no leakage and no peritonitis. The 
last death following gastro-enterostomy took place 
three weeks after operation and was due to an un- 
recognized myocardial degeneration. 

Two deaths occurred after operation for rupture 
of the uterus. In one the uterus had been ruptured 
during an attempted dilatation and curettage 
several days before and the pelvis was filled with 
the mercuric solution used for irrigation. This 
patient had through-and-through drainage, but 
died from true mercurial poisoning with a combina- 
tion of nephritis and dysentery. Intestinal re- 
section following a high enterostomy for acute 
obstruction caused one death from straight opera- 
tive shock. 

A recapitulation of the causes of death is of in- 
terest: 

As distinguished from ordinary surgical deaths, 
there were 8 plain operative deaths: 2 from shock in 
patients already mortally ill; 1 from operative in- 
jury to the pancreas; 1 from post-operative ob- 
struction and perforation; 1 from uremia; 1 from 
pulmonary embolism; and the other 2 were the 
gall-stone cases tabulated as dying from asthenia. 
In addition, there were 2 deaths from pneumonia, 
which succeeded clean operations at such a date 
that the origin of the pulmonary infection is in doubt. 

Excluding the pneumonia deaths, the operative 
deaths were 8 out of 1,032 patients, or .78 of 1 
per cent; including the pneumonias, 1 per cent. 

The gall-bladder patient with pancreatic injury, 
the patient upon whom a round ligament operation 
was performed, and the patient with incarcerated 
hernia were the only ones who did not have an 
early death staring them in the face at the time oper- 
ation was performed. 

The 4 classical causes of death after abdominal 
operations are shock, hemorrhage, septic perito- 
nitis, and intestinal obstruction. Both deaths from 
shock in this list were found in patients desperately 
ill from obstruction in the digestive tract. Nothing 
else was productive of enough shock to cause serious 
anxiety. 

No death took place from septic peritonitis, ex- 
cept as it followed intestinal perforation, and no 
death from peritonitis occurred in the series of 
operations for acute appendicitis with all its com- 
plications. 

No death occurred from post-operative hemor- 
rhage, the one death from hemorrhage being due to 
bleeding before operation. 

Post-operative obstruction caused two deaths, 
one clean and one pus case. 

Morbidity. In the patients who recovered there 
was one instance of post-operative obstruction fol- 
lowing operation in a clean field and one following 
the removal of a gangrenous appendix. The first 
was diagnosed early and relieved by the separation 
of adhesions; the last had an enterostomy performed 
by which intestinal resection was later necessitated, 
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from which the patient readily recovered. Four 
clean cases are known to have incisional hernias, 
2 cholecystostomies, and 2 hysterectomies. It is 
likely that others have the same annoyance and 
many of the appendicitis cases complicated by 
abscesses or peritonitis and drained are known to 
have hernias which give but little trouble. No 
abdomen was reopened for hemorrhage, although 
the walls of some of the late appendicular abscesses 
oozed rather profusely. Two patients in the entire 
list suffered a low-grade infection in the abdominal 
cavity, which probably was introduced at the time 
of operation, and both recovered after the incision 
of a localized abscess. 

Serious post-operative shock was absent unless 
there was hemorrhage or an operation was performed 
on a desperately ill patient. 

There was one example of the extreme type of 
post-operative dilatation which followed an opera- 
tion for general peritonitis due to gangrenous ap- 
pendicitis. This patient recovered after frequently 
repeated lavage. Another instance occurred shortly 
after a gastro-enterostomy and occlusion of the 
pylorus for duodenal ulcer. The patient recovered. 

Tympany beyond the most moderate degree was 
rarely seen save in patients whose abdominal 
cavities were infected before operation. In such 
patients tympany was recognized as a conservative 
effort on the part of nature to localize the infection, 
and unless vomiting and elevation of temperature 
and pulse coincided in pointing to toxemia from 
stasis nothing was done save to keep the lower 
bowel empty by means of enemas. 

No discussion of post-operative mortality is 
complete without some discussion of anesthesia. 
Chloroform was given to asthmatics only. Ether, 
nitrous oxide and oxygen, and local anesthesia were 
used, the frequency of their use being in the order 
named. Ether was the anesthetic of choice for 
routine abdominal work in the absence of coryza, 
bronchitis, nephritis, and tuberculosis. 

Local anesthesia plus nitrous-oxide was first 
used by the author December 13, 1906. The 
object was to minimize the amount of general 
anesthetic inhaled by shortening the period during 
which general anesthesia was necessary, should it 
be needed at all. By this method the abdominal 
incision is made under local infiltration alone and 
either nitrous oxide or ether administered when the 
exploration or operation reaches an extremely pain- 
ful stage. No thought has been given to its min- 
imizing shock through blocking all the sensory nerves 
from the operative field, since, if all the sensory 
nerves could be blocked, the operation would be 
completed under local anesthesia and a general 
anesthetic would be required only in unmanageable 
patients. The method is thus not to be confused 
with the anoci-association method of Crile, although 
the author’s opinion, based upon his experience with 
local anesthesia, is that total abolition of sensation 
from an abdominal field is impossible, and that, 
therefore, the advantages of both methods are due 
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PERCENTAGE TABLE 
‘Deaths Per 
Cent 
Salpingo-odphorectomy for inflammatory disease. . . . 142 0 .o 
SOE cc cccascarnseoees Sebbe.cee ise 27.0 0 
Ovariotomy for tumor................- aeneheeedes 85 2 32.35 
tame neg pth a tii duties tukid Weiee'e analaae topes 7 0 .o 
Supravaginal hysterectomy for benign conditions... . 92 I 1.00 
Panhysterectomy for benign conditions............ IO I 10.00 
Panhysterectomy for malignancy................-. 7 © 14.28 
Suspension, fixation, and round ligament shortening. 125 1. 8 
Total classified pelvic operations................ . ae Ss ce 
CRN NINE ooo io 6st bsiin0rkdosedesaeeos 86 5 5.81 
Strangulated hernias. .... sib bopli bis Wace biases caer 9 0 .0 
Other IN 51s neickiensas sock xes55b0e0:0 03 I 1.07 
se ne for acute appendicitis..............+0++ 170 5 2.04 
Chronic and incidental appendectomies........ 380 0 .00 
738 11 1.49 
SN eis nnisshoos sates hnewnmadeniet ; 127 15 11.81 
Total abdominal operations.............2.00+000% 1,360 32 2.35 
Total PIR cnc reassiedisccsingsiasieasoseananena 1,032 32 3.10 
Deaths directly traceable to operation............. 1,032 8 -78 
*Deaths directly traceable to operation.......... 1,300 8 -59 


“Incorrect method of computing mortality. 


exclusively to the fact that the quantity of general 
anesthetic administered is greatly reduced. In 
this way the resisting power of the patient is not 
lowered and his vitality is conserved, so that an 
operation which would be extrahazardous if carried 
out and completed under full surgical anesthesia is 
done with less comfort both to patient and operator, 
but with a greatly diminished risk to the former. 

An analysis of the facts presented, together with 
others familiar to the author, seems to justify the 
following conclusions regarding surgical as dis- 
tinguished from operative mortal‘ 

1. There are certain comb:.ations of circum- 
stances in which surgery is helpless once the whole 
condition stands revealed. 

2. Intercurrent disease like pneumonia, which 
in the present list is the largest single mortality 
factor, presents a definitely perceptible risk. 
Whether it is a coincidence, the result of the disease 
for which operation is performed, the result of the 
anesthetic, or the result of the operation itself is not 
always clear. 

3. Explorations are bound to be made for con- 
ditions usually malignant that are not otherwise 
diagnosable, and which on exploration prove to be 
inoperable; the patient sooner or later succumbs 
to his disease. 

4. In spite of all these facts, delay is, after all, 
the greatest single cause of surgical abdominal 
mortality. ' 

As regards operative deaths: 

1. There always will be an occasional death from 
pulmonary embolism and intestinal obstruction, 
bearing in mind that the latter condition is far 
more difficult to diagnose as a post-operative com- 
plication than as a primary disease. 

2. The death-rate from shock should be constant- 
ly lowered by painstaking care in controlling 
hemorrhage, gentle handling of the abdominal 
contents, avoidance of traction on mesenteries, 
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simplifying the technique, and adjusting the dura- 
tion of the operation to the patient’s condition. 

3. Death from sepsis is not to be apprehended 
unless the patient is already septic or the intestinal 
tract opened. Painstaking asepsis combined with 
constant effort to preserve the vitality of the 
tissues and conserve the patient’s general resistance 
has reduced the deaths from sepsis to the vanishing 

oint. 
4. Primary anesthetic deaths should be almost 
unknown since chloroform has been banished to 
oblivion. Local infiltration with a weak solution 
of novocaine presents no danger, and the novocaine- 
ether or novocaine-nitrous oxide sequence renders 


the danger of ether poisoning or nitrous-oxide as- 
phyxia practically nil, no matter how desperately ill 
the patient may be. 

It is the author’s belief that proper selection of the 
anesthetic for the case and proper handling of the 
tissues, together with correct determination of the 
amount of operating which the patient can safely 
stand, will do more to lessen the mortality rate in 
the hands of the average surgeon than any attempt 
to follow spectacular methods under fanciful names 
which appear like a comet, loom large for a time, 
and are forgotten as soon as the commotion pro- 
duced by their unusual character has had time to 
subside. Epwarp L. CorNELL. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Stratton, R. T.: The Relation of the Periosteum to 
Bone Vitality. Calif. St. J. Med., 1915, xiii, 23. 
By Surg., Gynec. & Obst. 


The author states that it is the general opinion 
even among experienced surgeons that bone which 
has been denuded of periosteum by suppuration 
will become necrotic. His own experience and that 
of a few others does not support this view. Whether 
or not such bone will live depends upon whether or 
not its nutrition has been impaired by arterial and 
capillary thrombosis as a result of the septic process. 
In one of his cases in which a large sequestrum was 
removed, an area of denuded white bone was al- 
lowed to remain and, as subsequent history showed, 
it did not become necrotic. Another case reported 
showed the same result. Though the bone be de- 
prived of its periosteal nourishment it still has the 
nutrient artery, and unless this major circulation 
is impaired there will be at least only a superficial 
necrosis. W. A. Crark. 


Simmons, C. C.: The Treatment of Osteomyelitis. 
Surg., Gynec. & Obst., 1915, XX, 120. 
By Surg., Gynec. & Obst. 

The author gives an analysis of 97 cases of all 
forms of osteomyelitis, both acute and chronic, as 
seen in a general hospital, with a classification of 
the disease and suggestions as to the treatment to 
be instituted in the various types. 

The cases are divided into the localized and diffuse 
types, and cases with and without bone destruction, 
as well as acute and chronic. 

Thirty per cent of the cases were acute. Many 
of these were of the mild type, and special em- 
phasis is laid on early diagnosis and prompt treat- 
ment. An immediate operation in the mild acute 
cases may relieve the tension, and the wounds 
often heal without bone destruction and the forma- 
tion of a sequestrum. 


Six cases of subperiosteal resection of the tibia 
are reported, in five of which the operation was 
done at the time of election. In four of these 
regeneration was satisfactory. In the fifth and in 
one case in which the shaft of the tibia was removed 
five days after the onset of symptoms, no regenera- 
tion occurred and a bone-graft from the crest of the 
other tibia was used to fill in the defect. The 
results were satisfactory. 

In all cases of less than one year’s duration the 
prognosis was good unless such bones as the pelvic 
were involved, if the patient was properly treated, 
but secondary operations were generally necessary. 

Treatment of the chronic long-standing cases 
was unsatisfactory. In the author’s hands the 
use of Moorhof’s bone wax was unsatisfactory. 
The best results were obtained by obliterating the 
cavities in the bone by flaps of living tissue either, 
skin and fat, or muscle. 

The author summarizes as follows: 

1. In acute cases, open to the medulla and pack 
the wound. Prognosis good. The treatment and 
prognosis varies of necessity somewhat in these 
early cases but in general the earlier the operation 
the better the prognosis. 

2. In cases where bone destruction has taken 
place, seen less than three months after the onset 
of the disease, perform subperiosteal resection when 
possible. Prognosis good. 

3. In chronic cases of bone abscess of less than 
— duration, drain and pack. Prognosis 
good. 

4. In chronic cases with bone destruction of less 
than one year’s duration, remove sequestrum and 
pack. Prognosis good. 

5. In old chronic cases, either with bone de- 
struction or of the bone abscess type, remove 
necrotic areas and drain. Try to obliterate the 
cavity with flaps of living tissue. If this cannot 
be done, use bone-wax, pack, or sterilize the cavity, 
allow it to fill with blood-clot and close without 
drainage. If the cavity can be obliterated, the prog- 
nosis is fair, otherwise poor. 
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6. The treatment when such bones as the pelvic 
are involved is unsatisfactory and the prognosis 
problematical. 

7. When in old chronic cases the whole shaft 
of a long bone is badly diseased the possibility of 
resecting the entire shaft with bone transplanta- 
tion should be considered before amputation is 
resorted to. 


Wallace, W. L.: 
Osteomyelitis. 


Surgical Treatment of Acute 
N. Y. St. J. Med., 1915, xv, 70. 
By Surg., Gynec. & Obst. 


As early as 1880 this condition was treated from 
a surgical standpoint. The disease is a secondary 
or pyemic infection of bone, resulting from a boil, 
wound, or inflammation, or from trauma occurring 
in young persons and starting in the spongy portion 
of the shaft side of the epiphyseal cartilage. 

The staphylococcus is the bacteria producing 
acute osteomyelitis, and its primary focus may be 
anywhere in the body, and may or may not be 
determinable. Trauma, exposure, and inflamma- 
tory sore throat are probable etiological factors. 

In infancy osteomyelitis breaks through the 
cartilage and involves the joint; in adults, no 
cartilage being present, the joint is readily affected, 
while in youth the cartilage protects the joint, but 
the abscess usually ruptures externally and the 
entire shaft is liable to be destroyed. The tibia and 
femur are most commonly affected in boys because 
of the tendency to trauma. Germs of low virulence 
favored by exposure, trauma, cold, exhaustion, or 
strain will cause metastases. The symptoms are 
similar to rheumatism, demonstrated by chill, 
prostration, headache, delirium, and coma, together 
with the local symptoms of inflammation. 

He summarizes as follows: Osteomyelitis is a 
pyzmia, a secondary abscess in a case of mild or 
severe septicemia, and is carried by the blood. 
Intense pain in a young person with chill, fever, 
high leucocytosis, and extreme localized tenderness 
probably means osteomyelitis. The medullary 
cavity should be drained thoroughly. He states 
that rheumatism is always a metastatic infection. 

H. W. MAttsy. 


Symonds, C.: Chronic Abscess of Bone; Its Treat- 
ment. Guy’s Hosp. Gaz., 1915, xxix, 102. 
By Surg., Gynec. & Obst, 


The author discusses five cases of central abscess 
of bone of pyemic origin. In showing specimens 
of central bone abscess from the museum of Guy’s 
Hospital he notes that the labels included only two 
varieties, tuberculosis and congenital syphilis. A 
third variety due to general septic infection is de- 
scribed by the author and examples given in the 
cases reported. The abscess starte d from a deposit 
of bacilli during an acute illness. The bacilli die 
out but the pus remains and by constant irritation 
causes a rarifying osteitis. The process is very slow, 
extending over many years, and causing no symp- 
toms in the dormant condition. 


In one case a woman of 42 had an acute illness 
at 12 with abscess in one femur and one tibia with 
loss of bone. She recovered and was well until at 
39 another piece of bone was discharged from the 
femur, and at 42, after pain in the tibia for three 
months, a pus-pocket was opened. 

In another case a sinus of eight years’ standing 
in the upper part of the tibia was enlarged and 
drained with silver wire. This patient gave a his- 
tory of acute illness five years before, from which she 
recovered with a dislocated hip. 

A man of 32 with a sinus in the tibia had had at 
13 an acute necrosis of the tibia which healed and 
reopened after 11 years. He was relieved of pain 
and swelling by a silver-wire drain. 

Another case, a boy of 17, with a history of inter- 
mittent pain and swelling in the ankle, diagnosed as 
tuberculosis, was relieved and recovered completely 
in eight months after the evacuation and draining 
of an abscess about a quarter of an inch in diameter 
in the lower end of the tibia. 

The author’s explanation of these localized ab- 
scesses is that rupture of small vessels by trauma 
permits the escape of organisms from the blood. 
The treatment advocated is trephining the bone 
and maintaining drainage with a silver tube or wire. 

W. A. CLARK. 


Goddu, L. A. O.: Enchondroma. 


Boston M.& S.J., 
1915, clxxii, 402. 


By Surg., Gynec. & Obst. 

Goddu reviews the literature of this subject and 
reports three cases operated upon by himself. 

Enchondromata are considered as benign growths, 
which probably spring from islands of cartilage left 
in abnormal situations as the result of imperfect 
foetal development. They usually occur near joints 
or at the epiphysis of the long bones. 

The tumors are rarely pure cartilage; they usually 
show deposits of lime salts and undergo marked 
degeneration. 

The patients complain of swelling and of in- 
convenience in motion, but not of pain unless there 
is direct impingement on a nerve. The general 
health is not impaired and subjective symptoms are 
absent. The X-ray is of great aid in making a 
diagnosis. Views at different angles should be 
taken in order that other small growths will not 
be overlooked. 

The treatment is radical removal of the growth. 
Recurrences do not necessarily mean malignancy, 
and an amputation should not be considered until 
all conservative methods have failed. 

R. B. Correp, 


Ginsburg, N.: Acute Surgical Metastatic Infec- 
tions with Especial Reference to Bones, Joints, 
and Periarticular Structures. Penn. 


1915, XViii, 341. By Surg., Gynec. & Obst. 
This paper embraces a short discussion of the 
etiology, diagnosis, and treatment of non-traumatic 
acute surgical metastatic infections involving bones, 
joints, and periarticular structures. 
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The author comments upon the great advance- 
ment in the last few years in evolving reconstruc- 
tion operations upon bone and joints, and emphasizes 
the fact that the real management of the results of 
these infections is really diagnosis with the view 
of recognizing the presence of the micro-organismal 
agent underlying production of the clinical syn- 
drome of the acute intoxication. In considering 
the etiology, Ginsburg calls attention to the fact 
that lack of clinical and bacteriological proof of 
the existence of idiopathic rheumatic arthritis as 
an entity is a positive reason for demanding that 
surgical observation be made of these cases from the 
very outset of the symptoms. He believes that 
the bacteriological evidence of the type of joint 
infections is not necessarily dependent on the isola- 
tion of the micro-organism in the aspirated fluid. 
The diagnosis should be made clinically, without 
waiting for the bacteriological findings. The 
pneumococcic type is accompanied by great articular 
infusions. The streptococcic type is accompanied 
by joint fluid from which the organism is readily 
isolated; but it is best to act on the clinical evidence 
without waiting for the bacteriological diagnosis. 

In diagnosis, he points out that the streptococcic 
metastatic arthritis occurs early, in from one to five 
days; while the gonococcic arthritis occurs two or 
three weeks following the primary infection, and 
typhoidal osseous and arthritic involvements usually 
occur at the time when convalescence seems assured. 

Under the heading of treatment, he again calls 
attention to the value of early recognition of the 
disease from clinical symptoms, and urges such 
treatment as repeated aspirations, with the injec- 
tion of two to two and one-half per cent liquid for- 
maldehyde in glycerine, prepared twenty-four 
hours before using. Separation of the joint sur- 
face by extension should be applied to the arm in 
case of infection as readily as to the leg. 

H. B. THomas. 


Elliott, G. R.: Arthritis Urica. 7r. Am. Orth. Ass., 
Detroit, 1915, May. By Surg., Gynec. & Obst. 
With the end in view of clearing up a subject still 
misunderstood, Elliott contrasted the arthritis of 
gout with other types of arthritis. He produced 
specimens of many gouty joints, giving X-ray 
studies and actual dissections of same. He also 
showed many X-ray studies and dissections of the 
usual kinds of chronic arthritis of well-recognized 
non-gouty character. 

He made the point that findings of the two types 
are entirely different. He showed that in the 
gouty type, contrary to the teaching of many, there 
was little or no atrophy of bone even in long-stand- 
ing cases, contrasting with a marked atrophy of bone 
in other types of arthritis, especially of the now 
generally believed chronic infectious types. In the 
gouty was found none of the wholesale bone destruc- 
tion found in the other types of arthritis; on the 
contrary there was increased production of new bone 
and bony outgrowths. In the gouty specimens were 


found eburnated joint surfaces contrasting with the 
extensive destruction of joint surfaces seen in the 
other types. 

This, he pointed out, argued for an entirely different 
pathological process at work and made the dif- 
ferentiation X-ray picture a reliable one if properly 
interpreted. Elliott had established a correct 
diagnosis of his cases through proper metabolic 
laboratory tests. 


Cooley, E. L.: Plaster Cast in Acute Joint In- 
fections. Med. Fortnightly, 1915, xlvii, 27. 
By Surg., Gynec. & Obst. 


Acute joint infections respond readily to im- 
mobilization; thereby pain is lessened, swelling and 
periarticular infiltration diminished, consequently 
lessening the danger of pus. Joint function is not 
impaired by immobilization even by extravasation 
of serum into the joint, but when fibrin is deposited 
and villi form function is impaired. 

Immobilization must be complete, to the joints 
proximal and distal to the one involved. Plaster 
cast more successfully immobilizes, is ready of 
application, is cheap and available, and wounds 
can be made very accessible by removing a portion 
of cast over the area involved. H. W. Matrtsy. 


Heineck, A. P.: A Contribution to the Study of 
Joint-Bodies from Within Present in Articula- 
tions, Otherwise Apparently Normal. JNash- 
ville J. M. & S., 1915, cix, 49. 

By Surg., Gynec. & Obst. 


The author reviews all cases of joint-bodies unas- 
sociated with joint lesions other than those due to 
their presence or caused by the etiological trauma, 
including those originally reported in English, 
French, and German from 1890 to 1913 inclusive. 

All cases were verified by operation or by post- 
mortem findings. He excluded all cases with in- 
sufficient data; fractured or displaced semilunar 
cartilages; bodies of extra-articular origin; foreign 
body hedged in the joint capsule; diverticula com- 
municating or not to the general synovial cavity; 
pendulous chondrosarcomata, etc.; e.g., mono- or 
polyarticular arthritis deformans. 

Age incidence is tabulated as to time of operation, 
relief, etc. Males predominate, as they are more 
exposed to trauma, etc. Articulations involved 
show that the elbows and knees are mostly involved 
—knees five times more frequent; right elbow more 
than left; in the knees about equal. Direct or 
indirect trauma appears to be the main cause. 

The bodies may arise from (1) cartilaginous, 
osseous, or osteocartilaginous articular surfaces; 
(2) fibrous clot following hemorrhage; (3) lipomata 
from subserous fat; (4) free or pedunculated fibrous 
enchondroma, osteoma, or ecchondrosis; (5) post- 
traumatic thickening of synovial and underlying 
tissue; and (6) cartilaginous nodes in the synovia 
stimulated to growth by trauma. 

The great majority of bodies are free and consist 
of cartilaginous or osteocartilaginous tissue. 
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Heineck emphasizes the value of good plates 
properly interpreted in diagnosis and differentiation 
from other intra-articular conditions. The semi- 
lunar cartilages consisting of non-osseous tissue 
are not seen in X-ray plates, while those of osseous 
or osseocartilaginous origin appear as shadows. 

Treatment consists of arthrotomy, the line of 
incision being on the side of the body. The author 
advises longitudinal incisions and advises against 
diversion of the lateral ligament. Joint lavage is 
condemned as unnecessary and dangerous. 

The synovia and capsule are closed with catgut, 
the overlying tissues and non-absorbable sutures and 
the joint being immobilized in a plaster cast. 

All patients operated upon recovered functionally 
and anatomically. Non-surgical treatment was 
valueless. H. W. MEYERDING. 


Ely, L. W.: Joint-Mouse. Ann. Surg., Phila., 1915, 
i, 80. By Surg., Gynec. & Obst. 


Ely discusses briefly the etiology of joint-mouse 
and reports a case in which the body originated from 
the medial femoral condyle following an injury to 
the knee. 

Six months after the accident the joint-mouse was 
removed, and microscopic examination showed that 
it consisted of cartilage throughout except for a 
thin layer of new connective tissue on one surface. 

While many of the cartilage cells were dead, dis- 
tinct evidence of proliferation was present, demon- 
strating that the cartilage could not have been 
killed at the time of the injury and dissected off 
later by the marrow, as in the recent experiments of 
Axhausen on animals’ cartilages. 

RoBERT B. CoFIELp. 


Breton, P. le: Foreign Body in the Psoas Muscle. 
N.Y. M..F 5 1985, , 352: 

By Surg., Gynec. & Obst. 

Le Breton cites the case of a 14-year-old boy with 

a pin in his psoas muscle, simulating hip disease. 
He had been healthy until 1913, except for an 
attack of scarletina when five years old. In the 
spring he began having pain in front of his right 
thigh at night, causing him to limp. He improved 
during the summer, but lost 10 pounds the following 
winter and became anemic. The thigh flexed 48 
degrees, there was atrophy of the thigh of 114 inches, 
of calf one inch. With the hip flexed, motion was 
painless. Palpation in the right flank showed 
tender swelling in the psoas. An X-ray of the 
spine with Pott’s disease in mind showed a common 
pin parallel to the iliac crest 2 inches from the spine. 
An incision was made parallel to the crest of the 
ilium, the muscles were separated, and the peritone- 
um retracted. A cut directly toward the ilium 
opened a U-shaped abcess, one horn inside, the 
other outside, the pelvis. Much foul pus escaped. 
The sac was dissected out and at last the pin, 
covered with crystals, was removed from in front 
of the sacro-iliac joint away from the position shown 
in the X-ray plate. A drainage tube was left in, 


and the wound healed completely in two months. 
No history of the entrance of the pin was obtained. 
C. A. STONE. 


Parsons, A. L.: The Choice of Incisions in Hand 
Infections. Am. J. Surg., 1915, xxix, 6. 
By Surg., Gynec. & Obst. 


Because infections less frequently involve the 
dorsal surface, Parsons only discusses those of the 
palmar surface and limits his discussion to acute 
and subacute infections that involve the tendon 
sheaths and fascial spaces of the palmar surface, and 
to the sites of the several incisions which best drain 
the hand with the least amount of damage to the 
adjacent structures. 

He briefly reviews the anatomy of the palmar 
tendon sheaths. Those of the index, middle, and 
ring fingers extend from the base of the terminal 
phalanx to Kanavel’s line, roughly speaking, a 
thumb’s breadth above the web. It is to be re- 
membered that these sheaths pass near the proximal 
interphalangeal joint, and for this reason they are 
more readily involved than the metacarpophalan- 
geal joints which are at some distance from them. 
The sheath of the flexor longus pollicis in the large 
majority of instances continues upward into the 
radial bursa; the little-finger sheath does the same 
thing to join the ulnar bursa, and in half the in- 
stances these two burse communicate with each 
other. 

He describes four fascial spaces: 

1. The terminal phalangeal space, by far the 
most common site of felons, is divided into many 
compartments by fascial bands from the bone to 
the skin, and because of the proximity of the vas- 
cular supply, pressure explains the frequent necrosis 
of that portion of the bone in felons. 

2. In the web space, or that between the fingers, 
infections may extend to the dorsum, to the adjacent 
fingers, or to the two spaces about to be described. 

3 and 4. The thenar and midpalmar spaces, 
which are best taken together, occupy the palm 
below the tendons and lie upon the interossei and 
adductor muscles. The third metacarpal bone is 
the landmark of their separation, except at the 
wrist, where at times it is found that these two 
spaces communicate. These spaces lie between the 
deep and superficial arches, the former being dorsal 
and the latter palmar to it. Infections may occur 
in any one of these sheaths or in all, as is only too 
often the case when the patient is first seen. 

Terminal phalangeal infections fortunately tend 
to become localized, but if neglected they may ex- 
tend to the fascial spaces of the web or upward 
along the tendon sheaths. Index, middle, and ring- 
finger infections usually rupture through the skin, 
and the proximal interphalangeal joint is often 
involved, with subsequent necrosis of the middle 
phalanx. Middle-finger infection rarely infects the 
thenar space; little-finger infections behave in a like 
manner where they do not communicate with the 
ulna bursa; otherwise infection rapidly extends to 











42 INTERNATIONAL ABSTRACT OF SURGERY 


the forearm under the profundus. In a like manner 
thumb sheath infections may invade the forearm 
through the radial bursa. 

Pus in the thenar space may involve the mid- 
palmar space or otherwise involve the forearm. 
Besides the above most frequent structures in- 
volved, Parsons mentions osteomyelitis of any of 
the bones, invasion of the wrist-joint, rupture 
through the dorsum, and other complications. 
He advocates the use of Kanavel’s lateral incision, 
supplemented at times by a counteropening, and 
he states that he has had no impairment in tactile 
sensation when it was used. 

When the sheath is infected, he opens it freely by 
extending the incision the full length of the infected 
area, and he even makes these incisions over the 
joints as warned against by White. He claims that 
the keynote to the situation is to dress the finger 
in extension to prevent prolapse of the tendon and 
no subsequent sloughing will follow. 

In little-finger infections where the ulnar bursa 
is not infected nothing should be done, for it is best 
to proceed from the known infected area to the 
unknown. Aspiration of the tendon sheaths to 
ascertain if infected he thinks is of theoretical value. 
If the ulnar bursa is found to be involved, it should 
be opened through the palm to the ulnar side of 
the tendon, and if this infection has extended to 
the forearm this incision may be extended around 
the uncinate hook and the annular ligament may be 
sacrificed. Kanavel states that when this is found 
necessary, if the wrist is dressed in extension no 
harm will result. ‘Thumb infections must be opened 
along the proximal phalanx and through the thenar 
muscles, and because the motor nerves to these 
muscles lie one thumb’s breadth distal to the lower 
border of the annular ligament, the incision should 
stop there. The upper end of the radial bursa should 
be drained by lateral incisions in the wrist; this 
space is nearly always infected and usually ruptures. 

Because of the frequency of communication of 
these two bursa, Picque advocates making four in- 
cisions: along the thumb, little finger, and one on 
each side of the flexor tendon group down to their 
respective burse. In web infections he advocates 
either a dorsal or palmar incision, sparing the deep 
interosseous ligament to preserve the integrity of 
the hand. 

The thenar space lying immediately on the adduc- 
tor transversus is best approached from the dorsum 
of the index-thumb web, just radial to the middle 
of the index metacarpal bone and level with its 
palmar surface. The methods of attacking the 
upper ends of the ulnar and radial burse are best 
done by the lateral wrist incisions, as advocated by 
Kanavel. Parsons’ conclusions are as follows: 

In operating on hand infections a general anzs- 
thetic should be employed. 

2. A suitable tourniquet should be applied. 

3. For drainage either gutta-percha tissue or 
gauze saturated with balsam of Peru and oleum 
ricini should be used. 


4. Asa rule the use of the wet dressings is kept 
up too long. 

5. The operation should be slowly done and each 
structure identified. Lewis B. CRAWFORD. 


FRACTURES AND DISLOCATIONS 


Jackson, W.R.: Operative Treatment of Fractures. 
Surg., Gynec. & Obst., 1915, XX, 357- 
By Surg., Gynec. & Obst. 

Operations — open and subcutaneous for frac- 
tures — are now done more frequently than for- 
merly, because of the frequent X-ray examinations. 
Such examinations after simple fractures are ad- 
justed disclose displacements in 85 per cent of cases. 

When coaptation cannot be effected or maintained 
by the usual methods of manipulation, extension, 
and counterextension, and splints, then the pro- 
cedure of incision, adjustment, and maintenance 
of coaptation by internal fixation measures, such 
as plates, nails, wire, staples, bands, and intra- 
osseous transplants, are demanded. 

Interposition of soft tissues, where apparent 
perfect coaptation is present, frequently is not ob- 
served by X-ray, and prevents union and causes 
delayed union or non-union. Such a condition 
demands surgical intervention. 

It has been recently observed by many surgeons 
that when fractures are dealt with by open operation 
there is delay in union, delay of callus formation, 
making the time for complete bony union from four 
to eight months instead of four to eight weeks. 

Such delay of union is explained by disturbance of 
the nutrition at the ends of the fragments. Manip- 
ulation in the adjustment and coaptation separates 
the fragments from the bone and destroys the 
nutrient vessels of the coapted ends, as sometimes 
all the periosteum is denuded and the medulla lacer- 
ated. Macewen showed that the periosteum was 
a “limiting membrane”? of bone and a carrier of 
nutrition to it by means of its vessels. Some authors — 
claim thai periosteum is a bone producer, while others 
prove that periosteum, deprived of its “cambium- 
bone-cells,”’ will not produce bone when trans- 
planted; that when bone is apparently reproduced 
from periosteum it is due to the presence of bone- 
cells on the inner surface of the cambium. 

In some fractures open incision and adjustment 
only are necessary, as often by serrations and 
notched ends of fragments perfect coaptation is 
maintained without the use of plates or any other 
foreign material. 

The most common fractures that seem to reg- 
ularly demand open operation are: 

Fractures of the upper thirds of the femur, patella, 
neck and trochanter of the femur, clavicle and fibula 
and tibia, olecranon, and Pott’s fracture. 

Compound fractures are best treated by open 
method after they become closed. 

Simple fractures are best operated upon after 
“‘cofferdamming” has occurred — five to eight 
days after the fracture. 
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The conclusions are: 

1. When plates are used they should be placed 
on the fleshy side of the limb. 

2. Screws should fit snugly and hold the plate 
tightly to the bone, as any motion prevents union. 

3. Some say that the necessity for removing a 
plate means faulty technique. 

4. It is not always necessary to remove the plate 
when infection occurs. 

5. Plating of bones does not always mean union, 
as bony union fails to occur sometimes even after 
intra-osseous transplants are used. These are 
“non-union” cases. 

6. Shortening of the limb and limping always 
follow the plating of old or “ancient” fractures 
because of the necessary resection of the fragments. 


O’Conor, J.: Fixation of Simple Fractures. Ann. 
Surg., Phila., 1915, lxi, 88. 
By Surg., Gynec. & Obst. 

The author describes his treatment of fractures 
adopted during twenty-five years’ hospital practice. 
He says the rapidity of union seems to be in direct 
ratio to the rapidity with which the severed parts 
are approximated, also that the cementing activity 
of the osteoblasts seems to decrease in direct ratio 
to the delay in which their services are utilized. 

Considering the favors which Lister and Lane 
have conferred on bone surgery, the author ven- 
tures to state that it is unreasonable, knowing the 
handicap which the natural curative process has to 
carry in such cases, not to grasp the earliest op- 
portunity of removing interposing ‘‘foreign bodies,” 
and to effectively overcome displacements caused 
by powerful muscular traction. 

Assisted by X-rays, the author treats simple 
transverse fractures by absolute rest on splints. 
If at the end of four weeks union is defective, he 
operates, removes interposing tissue, revivifies the 
surface of fragments, and plates. He uses Lane 
plates and Lane’s technique and has never had any 
screws loosen or plates cause irritation. He lays 
great stress upon efficient approximation of divided 
periosteum over the plate, and also upon absolute 
rest for four weeks following the operation. He 
strongly condemns the use of massage or passive 
motion until firm union has taken place. The 
author’s technique is described in detail in the ar- 
ticle. R. O. Ritter. 


Gallie, W. E.: Bone Wedging: a Method of Elimi- 
nating the Introduction of Foreign Materials 
in Open Operations on Fractures. Canad. M. 
ASs..1., BOTS; V5 TIO. By Surg., Gynec. & Obst. 


The author describes a procedure for transverse 
and slightly oblique fractures of long bones, which is 
a modification of the ordinary inlay of bones. He 
saws out two wedge-shaped pieces and drives the 
longer wedge solidly into both fragments. He then 
drops the smaller wedge into the space left vacant 
by the larger wedge to assist in holding it in place. 

James O. WALLACE. 


Albee, F. H.: Original Surgical Uses of Bone-Graft. 
Penn. M. J., 1915, xviii, 333. 
By Surg., Gynec. & Obst. 

Albee tells of his experience with 250 cases in 
which he used autogenous bone-graft. He reviews 
the technique which he uses in Pott’s disease. He 
describes the use of bone-graft for old united frac- 
tures and in some instances in fresh fractures. 
The method and results for employing bone-pegs 
for fracture of the neck of the femur and the uses 
made of bone-graft in paralytic and congenital club- 
foot are also described. 

No light is thrown upon the solution of the ques- 
tion regarding the life of bone, its replacement by 
new bone-formation, or its action as a conducting 
scaffold. The author recommends that where pos- 
sible the marrow substance of the graft be con- 
tacted with marrow of the recipient bone; endoste- 
um with endosteum, and periosteum with perios- 
teum. The belief that there is a positive need for 
bone-transplant in cases of Pott’s disease, and 
some of the results obtained from the operation 
are set forth as follows: (1) The transplant gives 
protection to the anterior portions of the bodies. 
(2) It resists motion in the diseased bodies and 
places the parts in the most favorable condition 
for the restriction of the activities of the disease. 

The technique given in this article is much the 
same as that described in many of the author’s 
former articles. He, however, calls attention to 
the advisability of including the spinous processes of 
two vertebrae above and two below the diseased 
areas when operating in the dorsal region, and of 
including only one above and one below when oper- 
ating in the lumbar region. No mention is made of 
the cervical region. He advises the use of a broad- 
blade osteotome, which prevents possible injury to 
the mural canal, which happens sometimes if the 
narrow chisel slides between the arches. Another 
advantage of the broad osteotome is that it allows 
more then one spinous process to be split at the 
same time, and thus a straight line is maintained 
for the gutter, which receives the transplant. He 
suggests that the transplant bed be not deeper than 
half an inch, and believes that the nearer the graft 
is placed to the tips of the spinous processes the great- 
er will be the leverage on the individual vertebra. 
He calls attention to the fact that the supraspinous 
ligament is not cut across but simply split and is 
therefore not weakened; also that the short inter- 
spinous ligaments are not damaged for further 
support, and so no harm is done by the operation. 
The incision for the removal of the transplant 
is made over the anterior internal surface of the 
tibia, and includes periosteum, endosteum, and 
marrow. 

In the after-treatment he avoids the use of 
plaster or braces, except in those cases where 
dorsal kyphosis with the bent graft exists. He 
employs the fracture bed for five to eight weeks, 
with the patient in a dorsal position, and gives as 
a convalescent period three to eight months. Prog- 
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nosis in all operated cases is most favorable for 
the relief of all symptoms, and for the increased 
deformity. 

In the repair of old fractures by means of bone- 
graft, Albee makes the gutter with twin saws and 
shapes the bone-nails with the surgical lathe. The 
long graft is slid down from the shaft so as to bridge 
over the fracture and is held in place sometimes by 
slanting pegs; again by heavy kangaroo. He makes 
the gutter walls and the slide graft narrower at the 
bottom and wider at the surface, so that it becomes 
locked when it slides past the fracture in the lower 
portion of the groove. 

Bone-pegs from the tibia are used for ununited 
fractures of the neck of the femur and are thought 
to be particularly valuable on account of the stimu- 
lation to osteogenetic activities. 

In the correction of paralytic club-foot, the graft 
is placed between the astragalus and the scaphoid; 
in congenital club-foot, the scaphoid bone is 
split transversely in halves, and a small piece of 
bone from the tibia or from the cuboid is inserted 
between these halves. The author believes these 
operations are often permanently correct, and that 
the awkward flail condition is often overcome and 
the foot lengthened. H. B. Tuomas. 


Quain, E. P.: The Use of Indirect or External 
Fixation in the Open Treatment of Fractures. 
J.-Lancet., 1915, xxxv, 1. By Surg., Gynec. & Obst. 


The author condemns the indiscriminate use of 
Lane plates for various forms of fractures, as carried 
out by those unskilled in their application. He 
advocates a substitute in the form of indirect or 
external fixation by means of which the average 
surgeon may operate with considerable more 
assurance of success. 

Bone-plating is not to be condemned when suffi- 
ciently indicated and properly performed; on the 
contrary, it should be exalted to the highest plane 
of surgery and practiced only by those specially 
skilled in its application. 

Failure in bone-plating may be due to many causes, 
among which are: imperfect asepsis and infection 
of the wound; plates poorly applied to the frag- 
ments; improper tension of the screws, which may 
be either too tight or too loose; stripping of the 
periosteum; and rough treatment of the medullary 
— in replacing the fragments and applying the 
plate. 

Plates applied in compound fractures tend to 
increase the inflammatory complications and re- 
quire removal sooner or later. 

In applying indirect or external fixation of 
fractures the author advocates the methods of 
Lambotte and Freeman, and gives a detailed de- 
scription of the appliance and the technique. 

The advantages claimed for this method are: 
comparative ease and rapidity of application; 
minimum destruction of bone elements, and there- 
fore reasonable safety and success; fixation is firm 
and permits early movements of the neighboring 


-70 per cent of cases. 


joints; there is no metal in contact with the fracture 
line; no foreign body is left behind; in compound 
fractures it holds the fragments in place and at 
the same time allows drainage and dressing of the 
wound without pain to the patient. 

Rosert B. CorreLp. 


Skillern, P. G., Jr.: Complete Fracture of the 
Lower Third of the Radius in Childhood, with 
Greenstick Fracture of the Ulna. Ann. Surg., 
Phila., 1915, Ixi, 209. By Surg., Gynec. & Obst. 

The author has shown in this article a condition of 
a definite clinical entity. Although fracture of 
both bones of the forearm in childhood is common, 
the above variety is definite and occurs while the 
patient is in motion, as from a fall from a bicycle 
or while on roller skates. The fracture of the 
radius is low down with displacement of the frag- 
ment backward and outward; the ulna is bent with 
the concavity toward the radius with compresison 
of the fibers of the ulna on the radial side, the inner 
fibers being torn asunder. The brunt of the vul- 
nerating force is borne by the radius, resulting in 
complete fracture, while the incomplete fracture of 
the ulna is produced by tensile stress. This frac- 
ture is to childhood what Colles’ fracture is to adults. 

Reduction is simple, perfect alignment of the inner 

border of the ulna being necessary to secure a good 

anatomical result. When the incomplete ulnar 
fracture is made complete, the displaced radius 

automatically reduces itself. Two splints, one a 

volar bond, the other a dorsal straight splint, are 

applied. Tables show that males fracture their 
arms four times as often as females, that one-third 
of the fractures of childhood occur in the lower third 
of the forearm, and that the radius is broken in 
H. W. Mattsy. 


Campbell, W. F.: Fracture of the Elbow in Child- 
hood. Med. Times, 1915, xliii, 43. 
By Surg., Gynec. & Obst. — 


The author: reports a case of supracondylar 
fracture of the elbow in a child. Fracture should 
always be suspected in injuries of the elbow-joint. 
Careful examination under anesthesia and ade- 
quate radiograms in two planes both before and 
after reduction are urged. Accurate reduction is 
essential for the best functional results. If ankylo- 
sis occurs it is due not to immobilizing but to faulty 
reduction. No special rules can be laid down either 
for reduction or retention, as each case presents 
special problems. F. J. GAENSLEN. 


Wight, J. S.: Fracture of the Lower End of the 
Humerus, with Displacement. JN. Y. M. J., 
1915, Ci, 294. By Surg., Gynec. & Obst. 


In the osteology of the elbow-joint it is shown that 
the diaphysis has the greater osteogenetic power; if 
the epiphysis had the same power, fracture of it 
would result in ankylosis. The fact is that joints 
becoming ankylosed have had fractures into the 
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diaphysis, and to prevent this, all such must have 
the fragments accurately coapted. Two cases are 
cited. The first was an irreducible oblique fracture 
of the lower end of the left humerus. A posterior 
incision was made, and the fragment replaced. It 
refused to stay, so a Lane plate from the external 
condyle to the shaft was used to hold the lower 
fragment in place. The plate was removed under 
local anesthesia in two weeks. Motion was begun 
in three and one-half weeks. At the end of six 
weeks there was a slight ankylosis which was broken 
up under an anesthetic. Passive motion for two 
weeks longer resulted in a free joint. The second 
case had a transverse fracture which required open 
operation for reduction, but the fragment stayed and 
a good recovery resulted. C. A. STONE. 


Sturgis, M. G.: Fracture of the Tip of the Internal 
Condyle of the Femur. Ann. Surg., Phila., 1915, 
izxi, '79. By Surg., Gynec. & Obst. 

The report is an unusual case of foreign body in 
the knee-joint, which consisted of the fractured tip 
of the internal. condyle of the femur. The patient 
experienced no disability for a period of six weeks 
following the accident until the knee suddenly 

“locked.” The X-ray revealed the loose fragment 

in the suprapatellar fossa on the inner side. Opera- 

tion was advised and the loose fragment was re- 
moved. Rosert B. Corie.p. 


Lilienthal, H.: Infected Compound Fracture of 
the Femur into the Knee-Joint; Treatment by 
Conservative Surgery. Am. J. Surg., 1915, xxix, 
118. By Surg., Gynec. & Obst. 


Lilienthal records the history of a child six years 
old who had sustained an open fracture of the femur 
into the left knee-joint. The child had been in- 
jured six weeks before she came under Lilienthal’s 
care and had been treated for a while in a hospital 
but had been removed by the parents. 

On admission the patient was apparently mori- 
bund. There was profuse suppuration about the 
knee-joint, a fracture of the internal condyle with 
extensive pocketing down the leg and up the thigh, 
deep ulcerations on the feet, and a bed-sore over 
the sacrum. A transverse incision was made across 
the front of the knee, severing all the soft tissues 
except a posterior flap containing the main vessels 
and nerves. The loose internal condyle was re- 
moved and the knee dressed at right angles, the 
large gap being filled with packing. The patient 
improved, and six weeks later an attempt was made 
to straighten the knee, an inch of the femur being 
removed. There was profuse discharge following 
this, and when the wounds healed the limb was in 
flexion at 160°. Eight months later the knee was 
operated on again and three months later firm 
ankylosis with a straight knee was present. From 
the description and acccompanying photographs it 
would seem to be a rerorkable case which it is 
impossible to do justice te in an abstract. 

Frank D. Dickson. 


Brickner, W. M.: Traumatic Forward Subluxation 
of the Shoulder. Am. J. Surg., 1915, xxix, 51. 
By Surg., Gynec. & Obst. 
A review of the literature on the subject is given 
and the doubt and uncertainty of occurrence noted. 
It is shown that subluxation of the shoulder exists 
when the articulating surface of the humerus has 
not passed beyond the edge of the glenoid, but 
remains in contact (even in articulating contact) 
with the joint surface of the fibrocartilage attached 
to the glenoid margin. Three cases are cited, all 
of which had negative X-rays, but showed prom- 
inence of the humerus in front, a depression behind, 
and slight or no flattening of the deltoid, and were 
accompanied by pain in the joint and down the arm, 
with limitation of abduction. Rotation may be but 
slightly inhibited with this trouble. The author 
suggests that stereoscopy may demonstrate the 
condition. H. W. Meyerp1nec. 


Blanchard, W.: Structural Changes in Congenital 
Hip Dislocation. Tr. Am. Orth. Ass., Detroit, 
1915, May. By Surg., Gynec. & Obst. 


The X-ray pictures of congenital hip dislocation 
in children taken before reduction show a breaking 
down and disappearance of the bony structures of 
the joints. 

The X-ray pictures taken several years after 
reduction show a cartilaginous and bony reconstruc- 
tion of both the head of the femur and the socket. 
A close observation of these changes in bone struc- 
ture enables the surgeon to place the leg in the best 
possible position after reduction, so as to prevent 
a relapse and also to favor the rebuilding of a good 
hip-joint. 

The leg must be held for eight months in a plaster 
of Paris splint to give time for the new hip-joint 
to form. 

Two cases are cited to show that in cases of 
diphtheria or other illness the plaster of Paris splint 
may be laid aside for two months and if the patient 
remains in bed there will be little or no danger of a 
redislocation. 

The elimination of unnecessary violence has 
marked every step forward in the reduction of 
congenital hip dislocation and highly satisfactory 
results are usually obtained. 


SURGERY OF THE BONES, JOINTS, ETC. 


Jost, O.: Osteoplastic Operations on the Extremi- 
ties (Beitrige zur Osteoplastik an dem Extremi- 
titen). Beitr. z. klin. Chir., 1914, xcv, 86. 

By Surg., Gynec. & Obst. 


Jost gives brief extracts of 325 cases from the 
literature, 220 of which were autoplastic operations, 
with good results in 66.8 per cent. 

Streissler reports good results in 83 per cent of 191 
cases, including both autoplastic and homoplastic 
operations, also operations on the skull, which is 
probably the reason for his better results. Of the 
operations 22.8 per cent in Jost’s series were homo- 
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plastic, with good results in 46.9 per cent; 11.2 per 
cent were heteroplastic, with good results in 76 
per cent. 

The author describes in detail two cases which he 
operated upon. The first was in a child of 4, for 
sarcoma of the tibia; the second in a boy of 17, for 
a tumor of the tibia. In both cases the diseased 
segment of the tibia was removed and the defect 
filled with a piece resected from the sound part of 
the bone. The results were excellent in both cases. 

In the first case there was a pseudo-arthrosis of 
the knee-joint, probably due to the fact that the 
bone was wedged directly into the epiphyseal car- 
tilage, thus destroying its function. In the second 
case the réntgen picture showed that there was new 
formation of bone from the epiphyseal cartilage. 
The irritation produced by the transplantation 
stimulated the cartilage growth, though it had re- 
mained completely inactive so long as this stimula- 
tion was lacking. 

It has been found in many fields in physiology 
and surgery that an organ would respond to func- 
tional demands made on it. In this case the epi- 
physeal cartilage reacted with new bone formation. 

There has been a great deal of discussion as to 
the effect of bone-transplantation on the function 
of the cartilage. Of course, this case is not decisive, 
for it is only a year and a half since it was treated. 
An examination after several years would be neces- 
sary to make a final decision as to permanent re- 
sults. 

In spite of the stiffness of the joint in the first 
case and a scarcely perceptible shortening of the 
limb, the result is brilliant as compared with the 
results of the former radical treatment for bone 
sarcoma. Recurrences and metastases, which are 
so much feared in the conservative treatment of 
these tumors, have not yet appeared 1 year and 9 
months after the operation. Von Haberer says that 
the danger of recurrence is past after two years, so 
that the result in this case is apparently permanent. 

The article is illustrated by six plates showing 
réntgen pictures of the two cases described, and a 
bibliography of 175 titles is appended. A. Goss. 


Hanck: Permanent Results After Operative Mobil- 
ization of Joints (Zur Frage der Dauerresultate 
nach operativer Gelenkmobilisation). Beitr. 2. klin 
Chir., 1915, XCVv, 290. By Surg., Gynec. & Obst. 

Hanck reports a case in which complete bony 
ankylosis of the elbow-joint was operated upon and 
free flaps of fascia interposed. The patient, a boy 
of 11, was examined four and one-half years after- 
ward. 

The wound healed aseptically, and 10 days later 
massage and active movements were begun. No 
mechanical after-treatment was given, but motion 
continued to improve. After a year motion was 
possible through 55 degrees. Now it has improved 
20 degrees more. There is a slight abnormal rota- 
tion of the head of the radius, which does not seem 
to trouble the boy. 


In the literature emphasis has been laid on the 
importance of widely separating the joint surfaces. 
This was not done in this case, and yet the result 
was excellent. This point is of importance because 
the wide separation of the joint-ends tends to pro- 
duce flail-joint. Formerly the distance between the 
joint-ends attained what is now accomplished by 
the interposition of soft parts; therefore the inter- 
position of a wide distance between the joint-ends 
is superfluous. Moreover, wide separation of the 
ends does not necessarily prevent recurrences. 

A case is described of severe progressive anky- 
losis in almost all of the joints, including those of 
the spinal column. Operation was performed to 
mobilize the hip-joint with interposition. In spite 
of daily passive and active movements, the result 
was absolutely negative. This is the only case of 
the author’s which was a failure. The reason, he 
thinks, was the insufficient removal of the peri- 
osteum. He believes that subperiosteal resection, 
as recommended by Langenbeck, is a mistake where 
it is desired to obtain a mobile joint, for the peri- 
osteum produces new bone formation and renewed 
ankylosis. Von Langenbeck’s resection should be 
performed only when bony union is desired. 

A. Goss. 


Gallie, W. E.: Tendon-Fixation for Deformity 
Resulting from Partial Paralysis. Ann. Surg., 
Phila., 1915, lxi, 94. By Surg., Gynec. & Obst. 


Gallie reports one case as a further development 
of his ‘‘tendon-fixation” operation. The patient, 
a boy of five years, had a residual partial paralysis 
of the calf muscles and a complete paralysis of the 
tibialis posticus of the right side, following anterior 
poliomyelitis two years before. The anterior 
muscles of the leg were about normal. The result 
was a moderate calcaneovalgus, the patient walking 
on the heel with considerable valgus. 

At operation the tendo achillis was exposed 
through its sheath and then split into an anterior 
and a posterior half from well up on the muscle’ 
to the os calcis. The upper end of the anterior 
half was then cut free from the muscle. Close to the 
insertion of the tendon a small opening was made in 
the anterior surface of the sheath and the cut end of 
the half-tendon drawn through so that it was entirely 
anterior to the sheath. In the posterior surface of 
the tibia a bed was prepared for this half-tendon as 
usual. When the half-tendon was drawn suffi- 
ciently taut to produce a moderate equinus it was 
sutured in place with kangaroo tendon and catgut 
and completely covered with periosteum. The 
peronei were transplanted to the os calcis and the 
posterior tibial buried in the internal malleus by 
the usual method. Plaster was worn for two months 
when the patient was able to strongly plantar 
flex the foot by the combined action of the calf 
muscles and the transplanted peronei, but dorsi 
flexion was impossible beyond a slight obtuse angle. 
The patient now walks almost normally with the 
aid of a Whitman plate. R. O. Ritter. 
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ORTHOPEDICS IN GENERAL 


Armour, R. G.: Diagnosis, Symptomatology, and 
Pathology of Poliomyelitis Anterior Acute. 
Canad. J. M. & S., 1915, Xxxvii, 47. 

By Surg., Gynec. & Obst. 


Acute anterior poliomyelitis must be considered 
a generalized infection, since pathological changes 
are found not only in the central nervous system 
but also in the liver, spleen, kidney, in Peyer’s 
patches in the intestine, and in the mesenteric 
lymph-glands. 

Suggestive points in diagnosis are pain on handling 
and tenderness of the muscles. Kernig’s sign is 
present, and flexion of the neck elicits pain. The 
constitutional symptoms present are very much 
like those of the common ailments of children during 
the summer months. Paralysis should always be 
looked for in these cases. 

The virus probably travels by way of the lym- 
phatics, having gained entrance by way of the 
nasopharnyx, the intestinal tract, or both. The 
virus produces its greatest effects on the gray matter 
of the central nervous system, through its influence 
on the blood-vessels and perivascular lymph-vessels 
of the brain and cord. 

Congestion, ocdema, minute hemorrhages, and 
round-cell infiltration are found. Various types 
may be recognized: the meningeal, in which pain 
and rigidity are marked; occasional cases with 
sensory disturbances, in which the pathological 
changes are most marked about the posterior cornua; 
others with pyramidal tract involvement associated 
with spasticity; still others are of the Landry as- 
cending type, while Oppenheim’s disease, or amyo- 
tonia congenita, is also considered by some to be a 
type of poliomyelitis. The condition is readily dif- 
ferentiated from rickets, post-diphtheritic paralysis, 
nephritis, and tuberculous meningitis by the sudden- 
ness of onset, the presence of gastro-intestinal dis- 
turbances, localized paralysis, and the condition of 
the reflexes. F. J. GAENSLEN. 


Howland, G. W.: The Medical Treatment of 
Anterior Poliomyelitis. Canad.J.M.&S., 1915, 
XXXVii, 52. By Surg., Gynec. & Obst. 


Howland emphasizes the need for greater care in 
the prevention of the spread of the disease by the 
use of (1) dilute hydrogen peroxide or 5 per cent 
menthol nasal irrigation for those exposed; (2) 
disinfection of the patient’s stools and urine; and 
(3) isolation of the patient for six weeks and of other 
members of the household for three weeks. 

Urotropin probably has little effect after the in- 
fection has occurred. Elimination of the toxic 
products should be promoted by daily purgation 
and frequent warm baths. For the relief of pain 
aspirin and salicylates are useful. During the 
convalescent stage supportive treatment and rest 
are necessary. In the paralytic stage intelligent 
massage and active movements, preferably in the 
warm bath, are advised. F. J. GAENSLEN. 


Jones, S. F.: Prophylaxis and Orthopedic Manage- 
ment of Anterior Poliomyelitis. Colo. Med., 
1915, xii, 56. By Surg., Gynec. & Obst. 


After recognizing the various manifestations of 
anterior poliomyelitis, as the abortive, spinal, 
bulbar, cerebral, ataxic, polyneuritic, and meningitic 
types, and that type simulating Landry’s disease, 
Jones describes the three stages of infantile 
paralysis as (1) the acute infective stage; (2) the 
subacute non-infective stage, which shows no 
fever but still some tenderness and the full estab- 
lishment of the paralysis; and (3) the convalescent 
stage. 

The orthopedic management includes for the 
first stage rest in bed and proper hygiene with a 
light diet and thorough elimination. In the second 
stage no massage or electricity should be used until 
the tenderness is gone, but developing deformities 
must be prevented by splints, etc. Treatment of 
the third stage includes competent massage, faradic 
and galvanic electricity, corrective braces and 
supports, and, lastly, the operative measures of 
transplantations, arthrodeses, silk ligaments, bone 
removal, tenotomies, and osteotomies. 

Prophylaxis should include complete isolation 
and quarantine in the first stage, the giving of 
urotropin to exposed persons, antiseptic throat 
sprays, and careful disposition of the patient’s 
excretions and secretions. This quarantine should 
last from eight to sixteen weeks. R.G. Packarp. 


Black, K.: Dupuytren’s Contraction. Brit. M. J., 
1915, i, 326. By Surg., Gynec. & Obst. 


Black very ably discusses this condition. Sir 
Astley Cooper was the first to describe the disease, 
but Dupuytren in 1831 first dissected a case, re- 
vealing the fact that the contraction is due to palmar 
fascia contraction and not to tendon contraction. 
It is a fibrositis of the palmar fascia without skin 
inflammation. The digital processes of the palmar 
fascia are first involved, gradually the whole fascia 
becoming involved. The fingers become more or 
less flexed into the palm of the hand. So great may 
be the contraction that the interphalangeal joints 
may be dislocated. 

Microscopically the lesion shows fibrous strands 
intermingled with cellular infiltration, showing a 
plastic inflammation. 

The disease is divided into four stages as follows: 

1. That in which the palmar fascia only is in- 
volved. 

2. That in which the palmar fascia is involved and 
one or more digits are slightly flexed. 

3. That in which the palmar fascia is involved 
and one or more digits are semiflexed. 

4. That in which the palmar fascia is involved 
and one or more digits are totally flexed. 

The disease may be very rapid or may last for 
years. When unilateral the right hand is more often 
involved. The disease occurs more frequently in 
men than in women, more often in adults and the 
aged, and there is a hereditary tendency, the disease 
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having often been found to run through families. 
According to Black’s statistics the working class 
is not so apt to have the disease as the leisure 
class. 

The cause of the disease has been a matter of 
discussion for some time, some believing it to be due 
to some external agent acting traumatically on the 
hand, while some believe it to be due to some 
systemic or constitutional factor, such as rheuma- 
tism and gout. 

Black proves by his statistics that the cause must 
come from within the system. 

The treatment of Dupuytren’s contraction is 
both operative and non-operative. The non- 
operative treatment is suitable only for slightly 
affected individuals. They should wear a splint 
at night to keep the finger in hyperextension, to- 
gether with extension, massage, manipulation, hot 
water, and the Bier treatment. 

The operative treatment consists of two methods: 
the open and the subcutaneous. 

In the open method the flaps are dissected from 
the palmar fascia; the fascia is excised, the wound is 
closed, and a well-padded splint is applied to keep 
the fingers straight. 

The subcutaneous operation is simply the cutting 
of the fascia with a fine tenotomy knife. The knife 
is inserted between the skin and the tense fascia. 
Six or ten punctures may be necessary to cut all 
resisting bands of fascia. A proper splint is worn 
until the fingers are straight, and at night for several 


months. J. H. Saw. 
Owen, W.B.: Weak Feet. Surg., Gynec. & Obst., 1915, 
XX, 213. By Surg., Gynec. & Obst. 


Weak feet in the majority of instances are the 
result of ultra-civilization. We are taught to turn 
our toes out and to wear stylish shoes, shoes that 
suit the eye and not the feet. The Indian rarely has 
weak feet because he walks with his feet parallel, 
which is the normal attitude. The shoe is worn for 
protection to the sole and should not support the 
foot and retard muscular function. 

The most reliable diagnostic points are abduc- 
tion, inability to dorsoflex the foot, with the history 
of pain on prolonged standing or walking, which 
is relieved by rest. Abduction is the position of 
weakness. Slight adduction is the position of 
strength. 

All cases should be overcorrected, the heel cord 
stretched, and the foot forced to remain in slight 
adduction. All rigid feet should be thoroughly 
stretched and placed in the position of overcorrec- 
tion under anesthesia. 

Weak feet can be cured by shifting the body 
weight from the inner aspect to the outer border 
of the foot and by muscular development by active 
motion. 

All mechanical support should be removed when 
muscular development is sufficient to bear the 
burden and the corrective attitude has become 
habitual. 


Meisenbach, R.: The Painful Anterior Arch of the 
Foot; an Operation for Its Relief by Means of 
Raising the Arch. Tr. Am. Orth. Ass., Detroit, 
1915, May. By Surg., Gynec. & Obst. 


There are two types of painful anterior arch of 
the foot which are commonly met with, the flexible 
and the rigid. The flexible gives intermittent 
symptoms of pain, which may be localized in the 
anterior arch or in the foot and leg. In this type 
usually there are no calluses and the toes are 
straight. This type has in the past yielded to the 
treatment consisting of exercises, shoes, or plates. 

In the rigid type of anterior arch of the foot, 
which is the topic under consideration in Meisen- 
bach’s paper, the symptoms are chiefly localized to 
the anterior arch of the foot and the toes. The 
arch is rigid, bound down by ligamentous and peri- 
articular thickening, and frequently the second, 
third, and fourth metatarsal joints are below the 
level of the first and fifth, causing a reversed rather 
than a high anterior arch. In this type of foot the 
toes are usually permanently flexed, with deep- 
seated calluses on the toes and on the plantar 
surface of the foot, so that when the patient walks 
there is considerable pain, sometimes to such a de- 
gree as to impair the general health. The calluses 
are deep-seated, some almost one-quarter of an 
inch thick, and extend deeply into the open meta- 
tarsophalangeal joints of the flexed toes. The 
treatment heretofore afforded these patients has 
been only of a temporary and symptomatic nature. 

The author’s operation consists in elevating the 
second, third, and fourth metatarsophalangeal 
joints by means of osteotomies, which are performed 
subcutaneously and subperiosteally through the 
second, third, and fourth metatarsal shafts, about 
3 cm. from the metatarsophalangeal joints. The 
operation gives immediate relief, the calluses 
disappear, the toes straighten, and a permanent 
high anterior arch is secured. The metacarpo- 
phalangeal joints are not interfered with and are not 
resected, as has been the custom in previous opera- 
tions for this condition. The result is a flexible foot, 
with little or no deformity. 

The patient presented at the meeting had been 
treated by different methods over a period of eight 
months, with only temporary relief until the opera- 
tion had been performed. 


Campbell, W. C.: Subperiosteal Osteotomy of the 
Os Calcis for Pes Calcaneus. Surg., Gynec. & 
Obst., 1915, XX, 231. By Surg., Gynec. & Obst. 


Calcaneus, the result of poliomyelitis, not asso- 
ciated with varus or valgus, may be materially im- 
proved by the resection of a wedge of bone from the 
os calcis posterior to the facets for articulation with 
the astragalus; after which the posterior fragment 
is forced backward and upward approximating 
bony surfaces. The tendon of the peroneus longus 
is transferred to the bone anterior to the insertion 
of the tendo achillis. A plaster cast holds the foot 
in marked equinus for six weeks, when it is removed 
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and the heel of the shoe elevated, no apparatus being 
necessary except the wearing of a splint at night. 

The normal contour of the heel is restored; the 
foot is actually elongated; weight-bearing is more 
properly distributed, the cavus is obliterated, and 
the tendo achillis, which is always weak or paralyzed 
in calcaneus, is reinforced by the tendon of the 
peroneus longus. 

When peroneal or tibial paralysis is associated, 
other procedures are preferable. 


Mathews, W. P.: The Early Treatment of Con- 
genital Club-Foot. Virg. M. Semi-Month., 1915, 
xix, 604. By Surg., Gynec. & Obst. 


The author briefly describes the pathology of this 
condition and makes a plea for early treatment of 
congenital club-foot. He states that a baby grows 
more rapidly the first year, and believes that the 
foot deformity should be corrected during this time. 

Weight-bearing during this time does not have to 
be considered and all the foot structures are soft 
and yielding. He divides his cases into those of 
the first degree, where the deformity can be reduced 
into nearly normal position without pain, and those 
of the second degree, where foot deformity cannot be 
reduced without great force and resultant severe pain. 

The following methods have yielded the best 
results in the author’s work. 

In the treatment of very mild cases of the first 
degree, the mother or nurse is taught how to correct 
the deformity with pressure on the front of the 
foot, reducing the varus deformity, and keeping 
the foot in this position ten or fifteen minutes 
several times daily. Massage of the leg-muscles is 
practiced along with this treatment. Where the 
mother or nurse cannot do this successfully the 


foot is covered with several layers of flannel band- 
ages, the foot gently forced into the best possible 
position, a pasteboard sole held on the bottom of 
the foot, and all covered by adhesive plaster and 
oil silk. This process is repeated weekly until the 
foot retains a corrected position, and then every two 
or three weeks until the child begins to walk. 

Some of the cases of the second degree can be 
greatly benefited by the above methods; but in 
resistant cases radical measures are necessary. 
The Lorenz method, fasciotomy, and tenotomy are 
all used. Functional rectification must be complete 
before the child is allowed to walk. Mathews 
believes the operations should be performed when 
the children are only two or three months old. 

A combination of mechanical and operative 
measures is the common mode of treatment in 
vogue today, and if perseveringly and scientifically 
carried out, he believes will always result in a cure. 

C. C. CHATTERTON. 


Dalton, A. J.: Wire Splint in the Early Treatment 
of Congenital Club-Foot. Surg., Gynec. & Obst., 
IQI5, XX, 233. By Surg., Gynec. & Obst. 

The author has devised a splint made from No. 8 
galvanized wire so bent as to overcome and over- 
correct the inversion and equinus. The angles 
which overcome the inversion and equinus are at 
go° at first application, the angle for inversion being 
increased at subsequent applications while that for 
the equinus is lessened at each succeeding treatment. 

The following claims are made for the splint: 

The skin can be inspected every few days. ‘There 

is marked leverage to overcome the deformity of 

both the varus and equinus. There is practically 
no tendency to necrosis. It is light and comfortable. 
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Erenfeld, H. M.: Spina Bifida with Myelomenin- 
gocele; Removal of Myelomeningocele and 
Closure of Spinal Cleft by Transplantation of 
Animal Bone. J.-Lancet, 1915, xxxv, 8. 

By Surg., Gynec. & Obst. 


The author discusses spina bifida in general and 
describes the case of an eight-month-old baby with 
spina bifida with a tumor in the lumbar region which 
he removed. The cleft in the spine was partially 
closed by a piece of bone from a rabbit. The trans- 
plant became well incorporated and the child made a 
good recovery. The necessity of such a transplant, 
however, is not made evident. J. W. SEvER. 


Volkmann, J.: Primary Acute and Subacute 
Osteomyelitis of the Spinal Column (Uber die 
primaire und subakute Osteomyelitis purulenta der 
Wirbel). Deutsche Ztschr. f. Chir., 1915, cxxxii, 444. 

By Surg., Gynec. & Obst. 


Volkmann has collected 83 cases of primary osteo- 
myelitis of the spinal column from the literature and 


40f his own. Sixty-eight per cent of the cases were 
found to be due to staphylococcus pyogenes aureus. 
It could not always be determined how the bacteria 
entered the body, but in about one-fourth of the 
cases there was furuncle, carbuncle, small abscess, 
felon, pediculosis, acne, or slight injuries. In a 
considerable number of cases there was a history of 
trauma. Trauma may rupture an old encapsulated 
focus and thus produce a general infection. 

Weichselbaum and Friinkel have shown that in 
general diseases micro-organisms, such as pneumo- 
cocci and gonococci, may be deposited in the spinal 
column. Twelve authors say that no direct cause 
of the disease can be found. The majority of cases 
occur in the second decade of life. 

The disease may be primary in the periosteum or 
in the bone-marrow. In the periosteal form the 
periosteum is hyperemic, inflamed, oedematous, and 
infiltrated with round cells. There are often hem- 
orrhages and later small foci of suppuration. The 
pus finally separates the periosteum from the bone. 
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If it begins in the marrow, the marrow becomes 
hyperemic and shows hemorrhages. ‘The color is 
at first intense red and later almost black. The 
marrow is infiltrated with cells and is under high 
pressure. In most cases there is suppurative infil- 
tration and finally liquefaction of the marrow. 

The disease involves the arches in 58 per cent of 
the cases, the bodies in 34 per cent, and both in 7 
per cent. It is most frequent in the lumbar column 
but most dangerous in the cervical segment, because 
of the possibility of involving the brain. In disease 
of the thoracic column the abscess may rupture into 
the pleura. Abscess in the lumbar cord may either 
rupture externally or extend downward, forming a 
psoas abscess. Gibbosity and scoliosis may occur 
in any part of the spinal column. 

Sixty-eight per cent of the cases were acute, 
18 per cent subacute. Exact information as to the 
character is not given in the other cases. Severe 
general symptoms dominate the clinical picture. 
They may begin very violently with high fever, 
41° or more, albumin in the urine, occasionally 
icterus, rapid pulse with extremely severe headache, 
sometimes chills and vomiting. Sometimes the 
patient passes immediately into delirium and coma 
and dies without diagnosis being made; but some- 
times the onset is more gradual, with pain in the 
back and pelvis radiating toward the extremities, 
and finally the pain becomes localized in a certain 
segment of the spinal cord. Certain vertebre or 
their processes may be sensitive on palpation. 
Bending or turning the body may produce pain. 
Before the abscess is formed there is swelling and 
cedema of the soft parts and perhaps swelling of the 
local lymph-glands. If the pus ruptures into the 
spinal canal, there may be severe nervous com- 
plications. Pressure of the cerebrospinal fluid may 
rise to 250 mm.; the color is normal or slightly turbid. 
The cell content is generally increased, the increase 
being chiefly in the polynuclear neutrophile leuko- 
cytes. In one case of Gdébell’s, staphylococcus 
pyogenes aureus could be cultivated from the cere- 
brospinal fluid. 

Correct diagnosis was made before death in only 
about one-third of the cases. Volkmann thinks 
this is due not only to the rarity of the disease, but 
to the lack of definite and characteristic symptoms. 
In addition to the points mentioned under symptom- 
atology, blood and urine examinations should be 
made. The leukocyte count is greatly increased and 
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Leszynsky, W. M.: Further Observations on the 
Treatment of Sciatica by Perineural Infiltra- 
tion with Physiological Saline Solution. Med. 
Rec., 1915, Ixxxvii, 211. By Surg., Gynec. & Obst. 


Since his last report, in 1912, the author has adopt- 
ed this procedure in 135 additional cases. The 
number of injections required for the individual 


INTERNATIONAL ABSTRACT OF SURGERY 


it may be possible to cultivate staphylococci from 
the blood or urine. 
R6éntgen examination may be helpful, but often 


is not. Among the mistaken diagnoses made were: 

No. Cases 
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Spondylitis tuberculosa....................00-- 4 
Epidemic cerebrospinal meningitis.............. 3 
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Differential diagnosis from these various diseases 
is discussed. 

The mortality at present is 41.8 per cent, which is 
a great improvement as compared with the 71.4 per 
cent mortality given in 1896 by Makins and Abbott. 
In cases where early diagnosis was made and opera- 
tion performed at once the mortality was reduced to 
16 percent. The mortality is much higher in osteo- 
myelitis of the cervical column than of the thoracic 
or lumbar regions. The: mortality is greatly in- 
creased if the spinal cord becomes involved. 

Treatment is operative. If the disease is peri- 
osteal, the abscess may be simply drained. If the 
marrow is involved, the bone must be curetted. If 
the bodies are involved too much, bone must not 
be removed or gibbosity will be produced. If the 
disease involves only the arches or transverse or 
spinous processes, thorough resection may be per- 
formed without any harm. The wound should be 
irrigated with physiological salt solution rather than 
with an antiseptic solution. Occasionally simple 
puncture is sufficient. If the pus has entered the 
spinal canal and there are nervous symptoms, lami- 
nectomy is indicated. If there is psoas abscess, it 
should be freely opened, not merely punctured as in 
tuberculous disease. Two authors gave a combina- 
tion of serum treatment with surgery, but Volk- 
mann thinks their success was due to the operation 
rather than the serum treatment. 

A bibliography of 102 titles follows the text of the 
article. A. Goss. 


NERVOUS SYSTEM 


case varied from 1 to 6, but averaged 3 injections 
for each patient; about 480 injections were given 
in 160 cases. 

In the 160 cases reported, there was no evidence 
of joint or pelvic involvement, and the correctness 
of the diagnosis was beyond doubt. The fact that 
many of these patients were rapidly and perma- 
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nently cured by a single injection in the neighbor- 
hood of the painful sciatic nerve is ample evidence of 
the affection being limited to that circumscribed area. 

Complications or unpleasant symptoms have 
never been encountered. Under proper technique 
and strict asepsis it is a harmless operation. As a 
result of this larger experience, the author reiterates 
the statement made nearly three years ago that 
perineural infiltration of normal saline solution at 
the sciatic nerve, when properly performed, proves 
a valuable acquisition in relieving the pain of sciat- 
ica, whether acute or chronic. 

Several patients have not reacted satisfactorily, 
or have not given the plan an adequate trial, but 
they have been the exceptions. From 1 to 6 in- 
jections are required to secure permanent relief, 
although in numerous instances 1 or 2 injections 
have sufficed. This treatment is not recommended 
in every case, for many patients are often relieved 
and recover under the customary therapeutic 
procedures. In subacute and chronic intractable 
cases, however, it has proved the most satisfactory 
-ddition to therapeutic armamentarium that has yet 
b. n devised. While this method has been cur- 
sol ” mentioned by several writers within the 
last ew years, it has not received the recognition 
that its importance demands. Constitutional treat- 
ment must not be neglected, and after relief is 
obtained from the injections it is often necessary 
to utilize supplementary measures in order to pre- 
vent a recurrence. 

As a rule, the injection of saline solution under 
pressure in quantities ranging from 60 to 120 ccm. 
or more is attended with comparatively slight pain. 
This usually arises during the early period of the 
injection. As soon as heaviness and numbness in 
the extremity are felt no further pain results from 
the introduction of additional fluid. In the ma- 
jority of instances the treatment is not painful. 
At the time of the first injection, fear and appre- 


hension often render some patients less manageable 
than others. Usually, when additional injections 
are required, these elements of discomfort have be- 
come eliminated and there is no further difficulty. 
It should be borne in mind that the object is to 
produce infiltration of the nerve and the surround- 
ing structures. It is not intended that the nerve- 
sheath should be entered by the needle. Should 
such a large quantity of fluid be forced into the 
trunk of the nerve, disagreeable consequences, such 
as paralysis and traumatic neuritis, would probably 
ensue. In the construction and use of the special 
needle, precautions are taken to avoid puncturing 
a blood-vessel or the nerve-sheath. 
EpwArp L. CornELL. 


Weible, R. E.: Neuroplasty of the Median and 
Ulnar Nerves. J.-Lancet, 1915, xxxv, 68. 
By Surg., Gynec. & Obst. 


The patient was injured by being thrown in 
front of the sickle of a mowing machine. The knives 
quickly ground up the inner surface of the upper 
right arm, destroying the brachial artery and vein 
and the median and ulnar nerves. Any attempt 
to use the hand resulted in extension of the hand 
on the wrist with the fingers in a semiflexed position. 

At operation, four months after the injury, the 
scar tissue was dissected out and the nerve-stumps 
well mobilized. There was a gap of about 13 cm. 
between the distal and proximal portions of the 
two nerves. Neuroplasty was done, a flap from 
both the distal and proximal portions of each 
nerve being used, and each nerve buried separately 
in the muscles. 

The results came very slowly, but at the last 
examination the ulnar nerve showed complete 
regeneration and the median nearly so. 

The author strongly recommends neuroplasty as 
the method of choice when there is much destruction 
of nerve tissue. 
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Freeman, L.: The Prevention of False Keloids in 
Scars by the Underlining of Incisions with 
Strips of Fascia Lata. Colo. Med., 1915, xii, 79. 

By Surg., Gynec. & Obst. 


One of the disagreeable features which may follow 
a surgical operation and detract from an otherwise 
satisfactory result is hypertrophy of the cicatrix 
—a so-called ‘‘false keloid.” The scar becomes 
thick, elevated, and red, and if in an exposed position 
it is a source of mortification to the surgeon and 
patient. The hypertrophy seems mainly due to 
tension upon the scar; hence it is seen in connection 
with longitudinal rather than with cross incisions. 
Wounds about the neck, the abdomen, or the joints, 
which run at right angles to the line of normal 
tension, are seldom if ever followed by much hyper- 
trophy, while those parallel to the line of tension are 


frequently affected, as may be observed in the 
axilla after operations for cancer of the breast and 
about the neck following various surgical procedures. 
Hypertrophy is particularly apt to occur in tuber- 
cular patients, owing, perhaps, to substances circu- 
lating in the blood or present in the skin which 
predispose to the excessive formation of fibrous 
tissue. 

The author employed fascia lata in two cases for 
the relief of this deformity. After thoroughly 
extirpating the scar and undermining the edges of 
the wound, the fascia lata was spread lengthwise 
beneath the incision. It was then fastened to the 
under surface of the skin and fascia on one side 
and to the deeper tissues on the other side with a few 
sutures of fine catgut, thus permitting union without 
danger of displacement. Epwarp IL, CorNELL. 
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MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Loeb, L.: The Influence of Changes in the Chemi- 
cal Environment on the Life and Growth of 
Tissues. J. Am. M. Ass., 1915, lxiv, 726. 

By Surg., Gynec. & Obst. 


Loeb reports his conclusions in regard to the 
influences of changes in the chemical environment 
on the life and growth of tissue based upon the 
surface and subcutaneous transplantation of va- 
rious kinds of skin, and on the subcutaneous trans- 
plantation of the kidney, thyroid, uterus, and 
testicle. 

In tumors and normal organs, autotransplants 
remain alive and may grow, while after homo- 
transplantation they perish. In certain tumors 
and perhaps in normal tissue, even after homo- 
transplantation, the transplanted cells may remain 
alive and in some cases grow. In some of these 
tissues which remain alive, metabolic changes are 
present representing a deviation from the normal. 

Different tissues show a somewhat different 
degree of resistance after homotransplantation. 
There exists also a difference in individual exper- 
iments, depending perhaps upon a better mutual 
adaptation of the organ of one individual to the 
body fluids of another individual of the same 
species. 

While the viability of homotransplants may not 
have been essentially impaired — and they may 
even grow — the metabolic changes they may have 
undergone do not interfere with their power to live 
and even propagate. These metabolic changes lead 
to a new condition in the host’s tissues which secon- 
darily brings about the destruction of the trans- 
plant by an increased activity on the part of the 
small mononuclear cells and a destructive activity 
on the part of the connective tissue of the host in 
such a manner that cirrhosis results, and a partial 
or complete destruction of the parenchyma occurs. 

D. L. DEsPARD. 


Robertson, T. B., and Burnett, T. C.: The Influ- 
ence of the Anterior Lobe of the Pituitary 
Body upon the Growth of Carcinomata. 
J. Exp. Med., 1915, xxi, 280. 

By Surg., Gynec. & Obst. 


In consequence of the frequently observed cor- 
relation between abnormal disturbances of the 
growth process and pathological conditions in the 
pituitary body, many investigations have recently 
been carried out with a view of ascertaining the 
effect of administrations of the pituitary body or 
portions thereof upon the time relations and absolute 
magnitude of normal growth. Especial interest 
attaches to experiments upon the effects of the 
anterior lobe upon the growth of young animals, 


since in cases of acromegaly and gigantism anterior 
lobe hyperplasia is frequently observed. 

It appeared to the authors to be of interest to 
determine the effects of the administration of the 
anterior lobe upon the growth of carcinomata, both 
on account of the possibility held-out by such an 
investigation of further confirming and elucidating 
the relationship of this gland to growth, and also 
on account of the information which might thus be 
derived regarding the relationship of carcinomatous 
to normal growth. 

They propagated the Flexner-Jobling carcinoma 
by inoculation into the axillary region through two 
generations. The percentage of cases which took 
was high, varying between 60 and 80 per cent. 
Half-grown or adult animals were employed to 
propagate the tumors in the experiments which 
they enumerate. Their conclusions are as follows: 

1. The administration of emulsions of the an- 
terior lobe of the ox pituitary increases very marked- 
ly the rate of growth of the primary tumor in rats 
inoculated with carcinoma. The growth of small 
tumors is accelerated relatively more than that of 
large tumors. 

2. This acceleration is only evidenced, however, 
at a certain stage in the growth of the tumor, sub- 
sequent to the twentieth day succeeding inoculation. 
The administrations do not enhance the tendency 
of the tumors to metastasize. 

3. Liver emulsion does not cause an acceleration 
of the growth of carcinoma in rats. 

GeorcE E. BEILBy. 


Risley, E. H.: Diabetes and Surgery. Boston M. & 
S.J., 1915, clxxii, go. By Surg., Gynec. & Obst. 


The author discusses what type of cases must be 
avoided, the probable mortality, and the prognastic 
value of the amount of sugar, basing his conclusions 
upon the classification of Smith and Durham. 

The first class, in which glycosuria is the result 
of the surgical lesion, is not uncommon and has been 
reported as clearing up following operations for 
appendicitis, pyosalpinx, strangulated hernia, ova- 
rian tumors, traumatic gangrene, etc. In these cases 
surgery is indicated and demanded. 

The second class includes those cases in which 
glycosuria causes the surgical condition. Phillips 
is quoted as saying that probably only balanopos- 
thitis and cataract are directly caused by diabetes. 
The high mortality in conditions which may be the 
result of diabetes, such as gangrene or carbuncle, 
has been greatly lowered by the use of the less toxic 
forms of anesthesia. 

Dietary treatment before operation is of great 
importance, there being a difference in mortality 
in favor of careful preliminary treatment of 18.66 
per cent. 

The following conclusions are presented: 
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The mortality in this class of cases is from 20 
to 30 per cent, which is not high when the poor con- 
dition of some of the patients is considered. 

A glycosuria should, not deter the performance 
of any emergency operation, but other cases should 
not be treated in which acetone, diacetic acid, and 
ammonia cannot be reduced by preliminary treat- 
ment. The percentage of sugar is no criterion, as 
fatal results have followed when sugar was tem- 
porarily absent. E. K. ARMSTRONG. 


Crile, G. W.: The Kinetic System. J. Mich. St. 
M. Soc., 1915, xiv, 75. By Surg., Gynec. & Obst. 


The author formulates a theory which he hopes 
will harmonize a large number of clinical and experi- 
mental data, supply an interpretation of certain 
diseases, and show by what means many diverse 
causes produce the same end-results. 

Even should the theory ultimately prove to be 
true, it will, meantime, be subjected to many altera- 
tions. The specialized laboratory worker will fail 
at first to see the broader clinical view, and the 
trained clinician may hesitate to accept the labora- 
tory findings. 

The kinetic system is a system within the body 
evolved primarily for the transformation of latent 
energy into motion and into heat. It does not 
directly circulate the blood; nor does it exchange 
oxygen and carbon dioxide; nor does it perform the 
functions of digestion, urinary elimination, and 
procreation; but, though the kinetic system does not 
directly perform these functions, it does play in- 
directly an important réle in each, just as the kinetic 
system itself is aided indirectly by the other systems. 

The principal organs which comprise the kinetic 
system are the brain, the thyroid, the suprarenals, 
the liver, and the muscles. The brain is the great 
central battery which drives the body; the thyroid 
governs the conditions favoring tissue oxidation; 
the suprarenals govern immediate oxidation pro- 
cesses; the liver fabricates and stores glycogen; and 
the muscles are the great converters of latent 
energy into heat and motion. 

Adrenalin alone, thyroid extract alone, brain 
activity alone, and muscular activity alone are 
capable of causing the body temperature to rise 
above the normal. The functional activity of no 
other gland of the body alone and the secretion of 
no other gland alone can cause a comparable rise 
in body temperature; that is, neither increased 
functional activity nor any active principle de- 
rived from the kidney, the liver, the stomach, the 
pancreas, the hypophysis, the parathyroid, the 
spleen, the intestines, the thymus, the lymphatic 
glands, or the bones can, per se, cause a rise in the 
general body temperature comparable to the rise 
that may be caused by the activity of the brain 
or the muscles, or by the injection of adrenalin or 
thyroid extract. Then, too, when the brain, the 
thyroid, the suprarenals, the liver, or the muscles 
are eliminated, the power of the body to convert 
latent into kinetic energy is impaired or lost. 


Crile offers evidence tending to show that an 
excess of either internal or external environmental 
stimuli may modify one of more organs of the kinetic 
system and that this modification may cause cer- 
tain diseases. For example, alterations in the 
efficiency of the cerebral link may yield neuras- 
thenia, mania, dementia; of the thyroid link, 
Graves’ disease, myxcedema; of the suprarenal 
link, Addison’s disease, cardiovascular disease. 

The amount of latent energy which may be con- 
verted into kinetic energy for adaptive ends varies 
in different species, in individuals of the same species, 
in the same individual in different seasons, in the 
life cycle of growth, reproduction, and decay, in 
the waking and sleeping hours, in disease, and in 
activity. 

After entering into a detailed discussion of the 
function, experimental work, and effects of disease 
on the various organs of the kinetic system, Crile 
comes to the following conclusions: 

To become adapted to their environment, ani- 
mals are transformers of energy. This adaptation 
to environment is made by means of a system of 
organs evolved for the purpose of converting poten- 
tial energy into heat and motion. The principal 
organs and tissues of this system are the brain, 
the suprarenals, the thyroid, the muscles, and the 
liver. Each is a vital link, each plays its particular 
réle, and one cannot compensate for the other. A 
change in any link of the kinetic chain modifies 
proportionately the entire kinetic system, which is 
no stronger than its weakest link. 

In this conception we find a possible explanation 
of many diseases, one which may point the way to 
new and more effective therapeutic measures than 
those now at our command. Epwarp L, CorNeLt. 


BLOOD 
Pupovac, D.: Arteriotomy in Embolism (Ein 
Beitrag zur Arteriotomie bei Embolie). Wéien. klin. 


Wehnschr., 1915, xxviii, go. 
By Surg., Gynec. & Obst. 


Operative opening of the arteries is indicated in 
embolism only if severe disturbances in nutrition 
are threatened by leaving the embolus. Pupovac 
has collected ro cases from the literature, in which 
arteriotomy was performed. ‘Two of these were 
completely successful. He describes a case of his 
own in a young man of 25. 

On the 24th of June he opened the right femoral 
artery just at the point where the deep femoral is 
given off. He removed an embolus and sutured the 
artery. On July 15th it was necessary to perform 
the same operation on the left side. The patient 
died a few weeks later of hemorrhagic nephritis 
and endocarditis, so that it was possible to make a 
post-mortem examination of the sutured arteries. 
Macroscopically the arteries were perfectly normal; 
microscopically the examination showed a slight 
thickening of the intima. 

The ideal method is eversion of the wound edges 
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and adaptation of the intima to the intima, but 
Pupovac does not consider this absolutely essential, 
for in one place where perfect adaptation was not 
attained, there was, nevertheless, a complete res- 
toration of the vessel wall. The most important 
point in the suturing of the vessel is the use of ex- 
tremely fine silk and very small needles. Matti 
advocates the use of ordinary intestinal silk and 
needles in emergency cases, but the fact that there 
was secondary thrombosis of the femoral in his 
case contra-indicates this. 

An important point in prognosis is to operate as 
quickly as possible after the formation of the em- 
bolus. Pupovac’s first operation was performed 
16 hours, the second 5 hours, after thrombosis 
occurred. On the right side the post-mortem ex- 
amination showed thrombosis of the deep femoral, 
proving that all the thrombotic masses had not been 
removed; on the left side the extraction had been 
complete. 

The age of the patient is also important in the 
prognosis. If changes have already occurred in the 
vessel walls, new thrombi are apt to form at the 
point of operation. A. Goss. 


BLOOD AND LYMPH VESSELS 


Buerger, L.: Concerning Vasomotor and Trophic 
Disturbances of the Upper Extremities, with 
Particular Reference to Thrombo-Angiitis 
Obliterans. Am. J. M. Sc., 1915, cxlix, 210. 

By Surg., Gynec. & Obst. 


Buerger points out that it is not generally known 
to clinicians that certain well-recognized vasomotor 
and trophic disturbances of the extremities may, on 
the one hand, be the clinical manifestations of oc- 
cluded vessels, and, on the other hand, be associated 
with arteries and veins that are organically intact. 
To the latter group belong those interesting symp- 
tom-complexes which have been described under 
the name of Raynaud’s disease, erythromelalgia 
and acroparesthesia, multiple neurotic gangrene, 
scleroderma, sclerodactyly, and chronic acro- 
asphyxia. It is conceded that all these have one 
feature in common; i.e., that the arteries and veins 
have suffered no organic alteration in their patency. 
Comparatively little, however, has been written to 
show that there is a distinct clinical and pathological 
entity, thrombo-angiitis obliterans, with which there 
may be associated clinical manifestations almost 
identical with those that belong to these other 
diseases. 

A clinical study of 200 cases of thrombo-angiitis 
obliterans during the last eight years (1906 to 1914) 
enabled Buerger to watch the course of this re- 
markable disease through all its clinical stages. 
Many of the cases were followed from five to eight 
years, and the presence of interesting mutations in 
the symptomatology was recorded. It was found 
that in a certain number of the patients the upper 
extremities were involved, although it is usually 
believed that only the lower extremities are affected. 


It was seen that thrombo-angiitis may, by virtue 
of the predominance of certain objective phenomena, 
masquerade as almost any of the true vasomotor and 
trophic diseases. 

Buerger’s survey of the histories discloses that 
the upper extremities may be clinically involved in 
the following ways: (1) without subjective symp- 
toms; (2) with vasomotor symptoms predominating; 
(3) with trophic disturbances alone; (4) with gan- 
grene of slight extent; (5) with extensive gangrene 
threatening the viability of the extremity; (6) with 
extensive atrophy of the hand and forearm; and 
(7) with changes simulating scleroderma and scle- 
rodactyly. 

From his study Buerger is able to lay down 
certain facts as of some value in differentiating 
thrombo-angiitis obliterans from the true vasomotor 
and trophic diseases of the extremities. 

For the clinical diagnosis of thrombo-angiitis 
we must depend upon (1) the racial (Hebrew) and 
sex (male) predilection; (2) the early involvement 
of the lower extremities; (3) the early symptoms of 
pain or intermittent claudication; (4) the presence of 
migrating phlebitis; (5) the evidences of pulseless 
vessels; (6) the presence of blanching of the ex- 
tremity in the elevated position; (7) the existence 
of rubor in the dependent position; (8) the relation 
of the hyperemic phenomena to posture; (9) the 
absence of simultaneous symmetrical involvement; 
and (10) the slow, progressive chronic course ter- 
minating in gangrene. 

In Raynaud’s disease we will note the following 
features: a sudden onset of the first stage of local 
syncope or regionary ischemia involving usually the 
fingers, more rarely the toes, and occasionally the 
margins of the ears or the tip of the nose with cold- 
ness and blanching; associated sensory phenomena, 
paresthesia and pain; a comparatively short dura- 
tion of the vasomotor and sensory manifestations, 
their intermittent character with return to normal 
between the attacks; the symptoms of local asphyxia 
attended with local depression of temperature and 
swelling of the parts involved; the disappearance 
of the asphyxia with substitution of reactive hy- 
peremia and a third stage of dry gangrene. Char- 
acteristic of this disease as well as of the cases of 
scleroderma and sclerodactyly is the striking atrophy 
of the ends of the distal phalanges. The changes in 
the bones can be well demonstrated by réntgen-ray 
examination, atrophy, and disappearance of large 
portions of the end-phalanges being distinctive and 
diagnostic features. 

The differentiation of true scleroderma from 
thrombo-angiitis is rarely difficult to make. In 
scleroderma and sclerodactyly the first stage with 
hard oedema is characteristic and never simulated 
by cases of organic vascular disease. The second 
indurative stage may, however, be almost exactly 
reproduced by other affections. The form of 
scleroderma known as “sclerodactyly,”’ because of 
attendant alterations in the deeper tissues, may 
be not unlike thrombo-angiitis. Réntgen-ray ex- 
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amination of the hand in sclerodactyly offers the 
most valuable means of differentiating the two 
diseases. 

Buerger further concludes that while in thrombo- 
angiitis obliterans a definite and specific morpholog- 
ical change in the arteries and veins is responsible 
for the varied phenomena in the superficial capil- 
laries, in Raynaud’s and allied diseases the vaso- 
motor and trophic disturbances are the outcome of 
irritative and exhaustive processes of the sympa- 
thetic nervous system. 


Bernheim, B. M.: The Newer Blood-Vessel Opera- 
tions: Who Should Do Them? Jnterst. M, J., 
1915, Xxii, 9. By Surg., Gynec. & Obst. 


After speaking of reversing the circulation in 
humans, or the prevention of impending gangrene 
of the extremities, Bernheim reports a case where 
amputation of the foot was necessitated after an 
arteriovenous anastomosis had been done between 
the femoral artery and vein. At the time of am- 
putation it was found that one vein accompanying 
an artery bled bright blood in a constant stream 
from the proximal end. Another vein bled in 
spurts from the proximal end, the blood being bright 
red in color. He considers this ample proof that 
the circulation, in this case at least, was reversed. 

He discusses the danger of this operation, and 
decides that it is no greater than that of other 
operations of similar magnitude. He, furthermore, 
says that one reason for the failure of the modern 
blood-vessel operations is that they have not in- 
frequently been done by men improperly qualified 
to do them, and he gives concrete illustrations of his 
argument. He believes that the criticism of many 
clinicians is uninformed rather than unfriendly, 
and says that the most curious feature of all is that 
men whose judgment and fairmindedness in other 
surgical work is unquestioned, take particular pains 
to condemn the newer blood-vessel procedures 
without going to the trouble to discover if by any 
chance their arguments might be false. 

He claims that the surgical maladies of veins and 
arteries have not been given the same study and 
consideration that have been given to the medical 
diseases of veins and arteries. He believes that no 
real progress in the clinical application of vascular 
surgery will be accomplished until one member of 
each surgical staff of the various hospitals is specially 
trained to do this work, and is given it todo. He 
predicts that the future will see the development of 
vascular surgery as a specialty, just as neurological 
surgery is now a specialty. 


POISONS 


Dyas, F.G.: Treatment of Acute Infections. 
Gynec. & Obst., 1915, XX, 211. 
By Surg., Gynec. & Obst. 


The purpose of the author’s work was to deter- 
mine the effect of the X-ray upon pure cultures of 
different pathogenic micro-organisms. Different 


Surg., 


lengths of exposure were used and the Petri dishes 
were placed at different distances from the tube. 
The work was suggested by the success in the 
treatment of infections by heliotherapy. A review 
of the literature shows practically a consensus of 
opinion that the only beneficial results accruing 
from the therapeutic use of the X-ray in acute in- 
fections is brought about by the localized hypere- 
mia. The chronic infections, especially tuberculo- 
sis, respond more readily. Tables showing the 
detailed results of the experiments confirm the 
reports of other workers. 

The conclusions are as follows: 

1. The X-ray has no influence upon pathogenic 
bacteria which could be withstood by living tissues. 

2. Successful results following its use clinically 
are probably due to the increased hyperemia and 
local tissue irritation. 

3. The failure of the X-ray to kill the usual 
pathogenic micro-organisms does not prove that 
some other form of rays or light or radio-active 
substance might not be successful in the treat- 
ment of infections. 


ELECTROLOGY 


Pinch, A. E. H.: A Report of the Work Carried Out 
at the Radium Institute, London, in 1914. 
Brit. M. J., 1915, 1, 367. By Surg., Gynec. & Obst. 

While this report has been abridged, it describes 
the work done by the institute for the year 1914, 
and, like those of previous years, is of the same con- 
servative character. The deductions have been 
based upon the observation of 841 cases, and with 
the exception of superficial epithelioma no case 
was accepted that was suitable for operation. Of 
this long list of cases 19 were cured, 50 were ap- 
parently cured, and 328 were improved. 

An outline of the technique employed and the 
reason for its employment is given, and as 
Pinch has had an opportunity to observe a large 
number of cases, and as his views are at variance 
with some of the leading dermatologists of this coun- 
try, they might be quoted in full, with profit. All 
tissues when treated with radium respond in some 
manner, but the nature and extent of this response 
vary greatly, and depend upon: (1) the ap- 
paratus, screening, and dosage employed; (2) the 
nature of the tissue treated; (3) the condition of the 
tissue treated (if X-ray ionization, CO, snow, etc., 
have been previously used in attempts to bring 
about a cure, the reaction in such cases is frequently 
atypical, and repair is exceedingly slow); (4) the 
extent of the area treated; (5) personal idiosyn- 
crasy, which is often productive of puzzling results. 
The factors to be considered are age, sex, and tem- 
perament, and susceptibility to actinic rays gen- 
erally; for example, persons who suffer much from 
freckling or solar eczema, hyperidrosis, exalted 
vasomotor sensibility, etc. 

Carcinoma generally is best treated by surgical 
measures, and even epitheliomata occurring within 
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the buccal or pharyngeal cavities as well as other 
mucous surfaces have proved rebellious; good re- 
sults are occasionally seen, but as a rule they are 
only temporary. In cases of carcinoma of the uterus 
gratifying results have been observed; hemorrhage 
and discharge are arrested and at times the fungoid 
ulceration has healed. Four cases of uterine fibroids 
were treated likewise and all improved. 

Attention is called to the post-operative treat- 
ment of these pelvic cases where the resistance of the 
parts has been lowered by the injury of the trophic 
nerve supply; treatment is likely to be followed by a 
severe vaginitis or proctitis, and even extensive 
ulceration may follow. 

In carcinoma of the breast isolated nodules have 
been successfully treated, but little or no effect 
upon metastisis was observed. 

The results of the treatment upon cases of car- 
cinoma of the rectum have not been as favorable 
as those occurring in the uterus or the prostate. 

Pinch has also made a distinction between cases 
of rodent ulcer, dividing them into two classes: 
(1) the hypertrophic nodular type, which yields 
most satisfactory results, and (2) the excavating 
type, that proves very intractable and repairs with 
difficulty. 

In the treatment of sarcomata, the tubes often 
have been buried within the growth and in some 
instances the subsidence of the growth has been 
extremely rapid. All, however, did not yield to 
treatment. Of 22 cases treated 3 were apparently 
cured, and 10 were improved. In lymphadenoma 
4 cases were treated and all improved. The same 
result was observed in 4 cases of adenoma of the 
thyroid. 

Other conditions, such as nevi, lupus, keloids, 
pruritus, angioneurotic oedema, etc., were treated 
with fair success by the application of radium. 
Internal medication deals with the treatment of 
arthritis deformans, the usual dosage being about 
250 ccm. of radium emanation solution of a strength 
not less than 1 millecurie per liter. Some brilliant 
results were observed, and of 168 cases treated gt 
were improved. W. S. NEwcomet. 


Cumberbatch, E. P.: Diathermy: Its Production 
and Use in Medicine and Surgery. Arch. 
Réntg. Ray, 1915, xix, 282. 

By Surg., Gynec. & Obst. 


In using diathermy, if a large mass of tissue is to 
be destroyed a general anesthetic is required. 
Small superficial lesions do not require an an- 
esthetic. The part to be treated and the active 
electrode should be sterilized. The active electrode 
must be chosen to meet the particular needs of the 
condition to be treated. The indifferent electrode 
should be large and must make good contact. 
The electrodes must be placed in contact with the 
part before the current is turned on and left so until 
the current is stopped. The treatments should be 
stopped when the liquids in the tissue boil and 
sparks appear on the coagulated tissue. 


The author gives in detail the technique followed 
in St. Bartholomew’s Hospital in the treatment of 
inoperable malignant growths. The malignant 
tissue is coagulated, and the blood-vessels and 
lymphatics are sealed so that the danger from 
metastasis is lessened. After about five days the 
tissue sloughs away and the wound heals by gran- 
ulations. 

If the skin has been destroyed by diathermy, 
keloids are prone to develop. Surgical diathermy 
is not followed by shock nor by pain until the 
slough begins to separate. As regards results, life 
has been prolonged in a number of inoperable cases; 
and in several others, in which there was no material 
prolongation of life, the remaining period was 
made much more bearable by alleviation of dis- 
agreeable symptoms. G. W. Grier. 


MILITARY SURGERY 


Horsley, V.: Gunshot Wounds of the Head. Lancet, 
Lond., 1915, clxxxviii, 359. 
By Surg., Gynec. & Obst. 


The author has employed modeling clay in carry- 
ing out a series of experiments upon the effects 
produced by high-velocity bullets. The modeling 
clay resembles the tissues somewhat, in that it 
contains a considerable percentage of water in its 
interstices. 

The experiments showed that the so-called ex- 
plosive effect of a high-velocity bullet is directly 
proportional (1) to the sectional area of the bullet, 
(2) to the velocity, (3) to the amount of water pres- 
ent in the substance through which the bullet 
passes, and (4) that the forces of disruption are at 


an angle to the axis of the flight of the bullet. 


Further experiments were undertaken to show 
(1) where in the course of the bullet the most mis- 
chief is done and (2) by what force. The clay 
showed that the maximal disturbance is produced 
as soon as the bullet at its highest velocity is sur- . 
rounded by the largest mass of wet tissue. This 
would explain the larger aperture of exit as com- 
pared with the aperture of entrance. 

In regard to the forces producing the injury, these 
relate to the two movements of the bullet: (1) its 
progression forward; (2) its spin around a central 
axis given to it by the rifling. The more important 
movement from the pathological standpoint is the 
rotary spin. As regards the influence of the shape 
of the bullet, the author believes it depends entirely 
upon the transverse area of the bullet. 

Experiments were performed to determine the 
frequency of the turning over of the bullets. These 
experiments indicate that bullets turn not infre- 
quently, but turn over only once. , 

From the clinical standpoint there are several 
conditions to be considered. Concussion is com- 
mon and may be fatal without penetration of the 
skull. Death is probably due to a sudden increase 
in the intracranial tension, so as to interfere with 
functional activities of the vital centers. 
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Rise of intracranial pressure is often due to intra- 
cranial hemorrhage, and immediate operation is the 
only hope for the patient. 

Sepsis is a common sequel of head injuries and is 
frequently due to foreign substances being carried 
deep into the cranial cavity. Rigid antiseptic 
treatment is advocated to prevent the occurrence 
of sepsis. Hernia cerebri may occur either from 
aseptic or septic wounds. 

Functional disturbances of the brain may involve 
either the sensory or motor areas, and complete 
restoration of function in these cases is questionable. 

J. H. SkIzeEs. 


Enderlen: Gunshot Wounds of the Intestines. 
Nashville J. M. & S., 1915, cix, 9. 
By Surg., Gynec. & Obst. 


The author has arrived at the following line of 
treatment of gunshot wounds of the intestines: If 
possible all cases should be operated upon within 
a very few hours after the injury has taken place; 
cases which have to be transported long distances 
and where more than eighteen hours have elapsed 
since the injury should be treated expectantly with 
rest in bed, morphine in large doses, and absolutely 
nothing by mouth. It has been his experience, 
contrary to that of many others, that expectant 
treatment as a routine results in more fatalities 
than where the cases are operated upon within the 
first few hours. J. H. Skies. 


Hirschel, G.: Gunshot Injuries of Nerves and the 
Use of Calves’ Arteries in Operating on Them 
(Erfahrungen iiber Schussverletzungen der Nerven 
und die Verwendung von prepiriertien Kalbsar- 
tierien zu ihrer Umbhiillung). Deutsche Ztschr. f. 
Chir., 1915, cxxxii, 567. By Surg., Gynec. & Obst. 


Nerve injuries have been very frequent during 
the present war. Sometimes an apparently slight 
injury destroys the function of an entire extremity. 
Diagnosis of these nerve injuries is not always easy, 
because the nerve symptoms are masked by injury 
to the bones and soft parts. There may also be 
local nerve shock, which later disappears without 
the nerve being organically injured. 

Hirschel describes 30 cases on which he has 
operated for injuries to various nerves. In all 
gunshot lesions of the extremities the possibility of 
nerve lesions should be taken into consideration. 
If there is no improvement in the nervous symptoms 
in the first few weeks after conservative treatment 
and the diagnosis of nerve injury is tolerably cer- 
tain, operation should be performed. If the 
nerve is entirely severed, the ends should be fresh- 
ened and sutured together. If they are embedded 
in scars, the scars should be excised, the nerve 
sutured, and the cicatricial adhesions freed. 

In order to prevent re-formation of the adhesions 
and furnish a trellis for the nerve-fibers, nerves 
have formerly been embedded in fascia or fat. In 
place of these tissues Hirschel recommends calves’ 
arteries. These are removed under aseptic pre- 


cautions, hardened 48 hours in 5 to io per cent 
formalin, kept for 29 hours in flowing water, boiled 
for 20 minutes, and then kept in 95 per cent alcohol 
until ready for use. They are easily applied to 
the nerve on operation. 

The author has used this method in 18 cases and 
healing was uneventful in all. 

Animal experiments and observations on human 
beings have shown that the implanted arteries 
keep their form after two months, only decreasing 
a little in length and thickness. 

Hirschel cannot yet report permanent results of 
his nerve operations as the time is too short, but in 
several cases he has already noted marked improve- 
ment in their function. A. Goss. 


Holland, C. T.: The X-Ray Work at the First 
Western Base Hospital. Arch. Réntg. Ray, 1915, 
xix, 307. By Surg., Gynec. & Obst. 


The author says that, generally speaking, they 
do not see the desperately bad cases at the hospital. 
They do not have many deaths and they but rarely 
have abdominal wounds to treat, and there are only 
a few cases in which the bullets have traversed 
the thoracic cavity or entered the skull. The 
greatest number of wounds are due to shrapnel 
bullets or bits of lead; Mauser bullet wounds are 
seen in much smaller numbers. In all probability 
in cases where no foreign body is found, and an 
entrance and exit wound are shown, the wounds 
are due to rifle bullets. 

Owing to the distance which many of these bullets 
travel in the body, it is useless and unsafe to trust 
to the taking of plates alone. An extensive search 
over a large area should be made with a screen be- 
fore deciding that a bullet is not present. On the 
other hand, it is never safe to decide from a screen 
examination alone that no foreign body is present, as 
not infrequently, instead of a whole bullet, splashes of 
lead are scattered around, and they are often so 
small as not to be detected on the screen. As 
splashes of lead have very little penetrating power, 
they are always to be found in the immediate 
neighborhood of the wound. 

The best way to make the fluoroscopic examination 
is from below up. It is essential that a diaphragm 
should be used above the tube so that a very small 
area can be easily illuminated on the screen at a 
time. 

Great difficulty is frequently experienced in 
examining a patient because he is in great pain or 
because wounds in the neighborhood of joints 
make it difficult to handle the patient. This is 
rarely appreciated by the surgeon who expects 
exact work. 

Two plates at right angles to each other are often 
sufficiently accurate for the removal of the foreign 
body; this method is applicable to the limbs, espe- 
cially to the lower parts of the arms and legs. Radio- 
graphs of this kind will tell with certainty whether 
or not the bullet is situated inside a bone. 

Stereoscopic radiography is often of the greatest 
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use, showing very clearly the position of the foreign 
body in relation to the bones, and if the skin is 
painted over with a bismuth solution a good idea 
of the depth of the bullet may be gained. A small 
piece of metal may be affixed to the entrance of the 
wound, and the stereoscope will show the relation 
of the bullet to this mark. If this method is em- 
ployed, it is essential to remember that at the oper- 
ation the limb must be in the same position as when 
the radiograph was taken. 

The surgeon himself should see the plates in the 
stereoscope before operating. This applies to all 
X-ray methods of localization. Stereoscopic radi- 
ography is of great assistance in the neighborhood of 
such joints as the shoulder and hip. 

The most exact method of localization known is 
the Mackenzie-Davidson. This necessitates the use 
of special apparatus and takes considerable time. 

A method which seems to the author to meet the 
difficulties sufficiently well is a modification of the 
Mackenzie-Davidson, devised and worked out by 
Hampson of London, which has the advantage that 
the work may be done quickly and by means of 
the screen alone. The author uses this method 
almost invariably at Fazakerley. 

The method, the apparatus, and the technique 
are extensively described as well as several devices 
worked out by the author, assisted by Oram, for 
rendering the method more accurate and easier to 
execute. Great credit is given to Hampson and 
Barclay for their valuable work. 

Concluding the subject of foreign bodies, Holland 
says: “With all this though, one must recognize 
the fact that it is one thing to see and locate a 
bullet with X-rays, and it is another matter al- 
together to find and remove it.” 

Speaking of bone injuries, Holland says that 
the chief feature of all is the comminution of the 
bone, and the often marked displacement of the 
small fragments. Some radiographs show that a 
missile has passed through a limb and gouged away 
a piece of bone; in such cases it is important to 
remember that often the bone is also extensively 
split at the site of the damage, and care should be 
taken with the bone so weakened that a complete 
fracture be not later brought about. 

The screen examination is not sufficient. A plate 
will always show more detail of the bone injury, 
and in many cases will show fragments of lead which 
are mixed up with the bone fragments. In most 
cases it is the question of an infected and suppurat- 
ing wound, in addition to the fracture, with the 
possibility that pieces of cloth, etc., not shown by 
X-rays, are present. 

The author dwells on the importance of skilled 


X-ray work in dealing with these cases, calling 
attention to the fact that an X-ray apparatus im- 
properly handled is a greater detriment to the 
patient than its absence would be. 

ARTHUR F. HoLpinc. 


Hofmeister, von: Operative Removal of Bullets 
and Fragments of Grenades, with Special 
Reference to the Use of the Electromagnet 
(Uber operative Entfernung von Geschossen und 
Granatsplittern, mit besonderer Beriicksichtigung 
des elektromagnetischen Verfahrens). Beitr. z. klin. 
Chir., 1915, xcvi, 166. By Surg., Gynec. & Obst. 


The opinion still prevails among the laity that 
the most important thing to be done in case of gun- 
shot injury is to remove the bullet. Von Hofmeister 
points out that a metallic foreign body, as a rule, is 
perfectly harmless and the wound heals without 
reaction. The mere presence of a bullet is not an 
indication for operation, nor is the desire of the 
patient. If phlegmons or abscesses arise, the pro- 
jectile generally plays only a secondary part in 
their formation. The object of operation in these 
cases is not primarily to remove the bullet, but to 
procure free egress for the secretion. The pro- 
jectile may be removed if it lies in the abscess, so 
that its removal is easy, but the surrounding tissue 
should not be probed for it, as removal of the bullet 
or fragment is only indicated when it is in a location 
where it may do further injury, as in the eye, the 
bladder, the trachea, etc., where it exercises pressure 
on nerves or vessels or where it interferes with the 
motion of joints, tendons, or muscles. 

It has been claimed that lead bullets may pro- 
duce toxic effects due to lead poisoning, but, though 
this may be true to a certain extent, von Hofmeister 


‘believes that the danger of lead poisoning is less than 


that of operative interference. 

There are two procedures which tempt surgeons 
to remove foreign bodies unnecessarily: (1) 
réntgen photography and (2) the use of the electro- . 
magnet. ; 

The réntgen picture shows the position of the 
foreign body so plainly it seems the simplest thing 
in the world to remove it. Von Hofmeister thinks 
that it is not justifiable to extend the use of the 
electromagnet from ophthalmology to general sur- 
gery. The magnet easily removes the body from 
the fluid media of the eye, but not through solid 
muscle or cicatricial tissues. 

Surgeons should be impressed with the fact that 
the indications for the removal of a foreign body 
should be as definite as for any other surgical pro- 
cedure, and no physician need be ashamed to refer 
a patient to a surgeon for this purpose. A. Goss. 











GYNECOLOGY 


UTERUS 


Hargrave, E. T.: The Early Diagnosis of Cancer of 
the Uterus. Virg. M.Semi-Month., 1915, xix, 576. 
By Surg., Gynec. & Obst. 


Thorough investigation is advised of any case 
presenting (1) any atypical bleeding, including all 
cases of menorrhagia and metrorrhagia, all devia- 
tions from normal menstruation, return of bleeding 
after the menopause, bleeding after exercise, defe- 
cation, etc.; (2) any increase in the amount or 
change in the character of the discharge in a woman 
who has leucorrheea; (3) any irregularities on the sur- 
face of the'cervix whether they bleed on touch or not. 
Pathological examination of the cervical tissues and 
uterine curettings is insisted upon. D.H. Boyp. 


Dé¢grais and Bellot, A.: Uterine Cancer and Radium 
(Uteruskrebs und Radium). Sirahlentherap., 1914, 
v, No. 1. By Surg., Gynec. & Obst. 


Operable cases were only treated with radium if 
the operation was contra-indicated. Among the 
inoperable cases there was not a single case in which 
the patient did not receive some benefit from the 
radium treatment. Even the worst cases remained 
until the end in excellent spirits as pain and hemor- 
rhage ceased or decreased. In recurrences radium 
at times failed completely. In two cases of sarcoma 
of the uterus excellent results were obtained. The 
histological findings and drawings present nothing 
new. A few side actions of the radium treatment 
are mentioned: nausea and at times vomiting; 
on the following days frequently decided prostration; 
after 10 to 14 days occasionally there was diarrhoea, 
tenesmus, and a frequent desire to urinate. 

L. A. JUHNKE. 


Ransohoff, J. L.: Radium in the Treatment of 
Cancer of the Uterus. Lancet-Clin., 1915, cxiii, 
289. By Surg., Gynec. & Obst. 

Operation is advised in all operable cases of 
cancer of the uterus. In inoperable cases radium 
stops the bleeding and the foul discharges, destroys 
the cauliflower-like masses, improves the general 
condition, and relieves the anemia. 

In the majority of these cases the improvement 
is only temporary. Radium is considered ineffec- 
tual at a depth of more than 3.5 cm. 

Radium treatment should not be given in ter- 
minal stages with septic infection and extreme 
cachexia, nor in cases with extensive involvement 
of the rectovaginal or vesicovaginal septa. The 
dosage is 50 to 100 mg. of radium element. The 
radium is introduced in silver capsules and held in 
place by gauze packing. The duration of treatment 
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is 24 hours, and it is repeated weekly at first, later 
every three or four weeks. In the later treatments 
the radium is enclosed in a brass filter one-half to 
one millimeter thick in order to shut off all but the 
ultrapenetrating y-ray and secure uniformity of 
penetration. D. H. Boyp. 


Chéron, H., and Rubens-Duval: The Value of 
Radium Treatment of Uterine and Vaginal 
Cancer (Der Wert der Radiumbehandlung des 
Gebirmutter- und _ Scheidenkrebses). Strahlen- 
therap., 1914, v, No.1. By Surg., Gynec. & Obst. 


During the past five years the authors have ob- 
served clinically and made histologic investigations 
of more than 150 cases. For the treatment of 
inoperable cases they demand the ultrapenetrating 
raying of Dominici in massive doses. Filtration 
must be stronger the larger the quantity of radium. 

Negative results may also occur with the applica- 
tion of massive doses, especially in patients who are 
cachetic and who are unable to react to the effect 
of the rays. 

Histologically an elective action of the cancer- 
cells by the radium was proven; on the one hand 
plasmolysis and karyolysis; on the other hand matur- 
ing processes such as transformation into horn- 
lamella with later disintegration. The tissue be- 
comes sclerotic and a marked increase in leucocytes 
takes place. Through blood-vessel changes the 
circulation becomes defective and scar tissue results. 

The author observed a recurrence in a case which 
had for two years been clinically cured after radium 
treatment. It is generally accepted, however, that 
complete retrogression lasting more than a year is 
in the majority of instances really a complete cure. 
He reviews 158 cases, of which only a very few really 
were anatomically operable. One case which came 
to autopsy 15 months after the last radium treat- 
ment was proven to be anatomically cured. Com- 
plete retrogression clinically was observed 77 times; 
of these 46 showed no recurrence, and 22 of these 
have been free from recurrence longer than one 
year. In 31 cases the recurrence was purely local 
and only temporary. Retrogression sufficient to 
make the case operable was observed 12 times. In 
the remainder of the cases only palliative results 
were obtained. Only in two cases was there no 
clinical improvement observed. L. A. JUHNKE. 


Boldt, H. J.: Contribution to the Cure of Cancer 
of the Uterus by Curetting for Diagnosis. 
Surg., Gynec. & Obst., 1915, Xx, 313. 

By Surg., Gynec. & Obst. 


Boldt considers the cure of cancer of the uterus 
by curetting for diagnosis, and reports a case of very 











60 INTERNATIONAL ABSTRACT OF SURGERY 


early cancer of the body of the uterus which came 
under his care as the result of routine microscopical 
examination of all curettings. 

He divides pavement-epithelium cancer into ripe, 
middle-ripe, and unripe. The individual nests are 
called ripe when distinctly crenated cells are pres- 
ent; middle-ripe and unripe when crenation is ab- 
sent, regardless of whether cornification is present 
or not. He differentiates between middle-ripe and 
immature nests in that in the middle-ripe a larger 
number of polygonal, even well-defined cells are 
present; whereas in the unripe, although they show 
no cornification, the small round elongated formed, 
or irregularly formed, elements are in prepon- 
derance. 

The primarily solid carcinomata he subdivides 
into ripe, middle-ripe, and unripe without considera- 
tion of the duration of the disease, only taking into 
consideration the morphology of the nests; and 
under ‘‘ripe” those forms are included which give 
the principal characters of pavement-epithelium. 

He notes that authoritative pathologists find 
it impossible to diagnose cancer until there are 
positive signs of the destruency of the growth. 

Among the solid cancers the immature occur more 
frequently, and are more malignant than the 
others. The vagina is involved in 40 per cent of 
all cases, but not in its superficial surface, but 
lymphatically. 

Schottlinder and Kermauner observed that all 
small cancers were within the compass of laceration 
ectropium in the neighborhood of the external 
cervical opening. The case for consideration was a 
woman 47 years old who had been advised to have 
a hysterectomy done because, she was told, she had 
cancer; the diagnosis was based upon scrapings 
said to have been obtained from her. Not being 
able to find, either subjectively or objectively, the 
slightest evidence at that time for suspecting cancer 
of the corpus uteri, he proposed that because he 
failed to obtain the section upon which the diagno- 
sis of cancer had been based, for his own inspection 
another curetting be done for diagnosis. This was 
done two weeks subsequent to the previous curet- 
ting. All scrapings (serial sections were made) 
were found to be normal endometrium. Some time 
afterward two slides with the scrapings upon which 
the diagnosis in this case had been based were 
given to him forinspection. They showed advanced 
adenocarcinoma. A number of authoritative pa- 
thologists — among them William H. Welch and 
Thomas Cullen of Baltimore, Schottlinder of 
Vienna, and Jonathan Wright of New York — ex- 
amined these slides and the sections from the scrap- 
ings taken by Boldt. All agreed in the opinion that 
it was more likely that an accidental mix-up in 
the scrapings had occurred than that they came 
from the same patient. Opposed to this was the 
statement of the pathologist that this could not 
have taken place. This would then be the first 
and only case in which an advanced adenocarcinoma 
had been cured by a curetting for diagnosis. 


The other case was that of a woman 36 years old 
in whom the examination of the scrapings removed 
by curetting, done during the course of other opera- 
tions, without suspicion of carcinoma being pres- 
ent, showed distinct early adenocarcinoma. When 
the uterus was extirpated two weeks later, the most 
painstaking examination of serial sections of all 
parts of the uterine mucosa failed to show cancer. 


Frigyesi: Specimen of Carcinoma of the Uterus 
Four Months After Ligation of the Hypo- 
gastric Artery (Uterus-carcinompriparat 4 Monate 
nach Ligatur der Arterie hypogastrica). Zentralbl. 
f. Gyndk., 1914, xxxviii, 817. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In borderline cases which are shown through 
laparotomy to be inoperable the author ligates 
all the arteries leading to the uterus. 

The specimen he demonstrated came from a 52- 
year-old woman who had recovered and was feeling 
well four months after the operation, when she 
suddenly showed uremic symptoms and died. A 
noteworthy point was the large number of blood- 
vessels in the parametrium, some of which showed 
hyaline degeneration and were filled with carcinoma- 
tous cells. RUHEMANN. 


Ladinski, L. J.: Complete Removal of Adenocar- 
cinoma of the Uterus by Exploratory Curet- 
tage. Surg., Gynec. & Obst., 1915, xx, 325. 

By Surg., Gynec. & Obst. 

The author reports in great detail a most careful 
and complete pathological study of 3 cases of adeno- 
carcinoma of the body of the uterus, in all of which 
the lesion was totally removed by exploratory 
curettage. This appears to be the first contribu- 


‘tion to English medical literature of instances in 


which subsequent hysterectomy demonstrated no 
further trace of the lesion. In 2 of the 3 cases there 
was no demonstrable carcinoma, although the 
uterus was subjected to careful sectioning. In one 
case ensuing curettages by another surgeon failed 
to reveal the persistence of the adenocarcinoma 
found by Ladinski. This case was the basis of 
considerable question until the 2 other cases oper- 
ated by him proved beyond doubt the possibility 
of complete removal by exploratory curettage of a 
carcinoma of the uterus. The author’s cases are in 
many respects analogous to reports in foreign litera- 
ture. 

While demonstrating the possibility of removing 
in toto a small or even large carcinomatous mass 
from the uterus with the curette, Ladinski never- 
theless warns against the practice of stopping with 
this procedure alone, and urges the radical removal 
of the uterus as the only hope for a complete cure. 
His cases also emphasize the great importarice of 
resorting to diagnostic curettage and exploratory 
excision in every suspected cancer of the uterus, and 
of unfailingly submitting such material for patho- 
logical examination. Only by this means can can- 
cer mortality be lessened. 
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Lane, N. F.: An Unusual Uterine Fibroid. 
man. Month., 1915, 1, 170. 
By Surg., Gynec. & Obst. 

The fibroid developed from the lower posterior 
part of the uterus downward, separating the peri- 
toneum from the posterior vaginal wall, opening 
through into the vagina by pressure necrosis, and 
elongating from pressure and traction, appeared at 
the vaginal orifice as a polyp, the vaginal wall 
through which it protruded being drawn down 
enough to look like a cervix. 

The vaginal portion was removed first and the 
vagina closed off.. One week later the whole tumor 
was removed through an incision in the posterior 
vaginal wall. D. H. Bovp. 


Hahne- 


Abbe, R.: Uterine Fibroids, Menorrhagia, and 
Radium. Med. Rec., 1915, |xxxvii, 379. 
By Surg., Gynec. & Obst. 


This paper deals with the subject of the treat- 
ment of uterine fibroids with radium and the thera- 
peutic value of the radio-active water of the vari- 
ous spas both in this country and abroad, and 
gives a table by way of summary of some radio- 
therapy investigations. 

Uterine fibroids cause bleeding either from a high- 
ly vascular hypertrophied endometrium or from 
open-mouthed vessels in the thinned-out mucosa 
over the fibroids. Curettage will often remove 
these weak vessels and so control the menorrhagia; 
sometimes gallic acid administered internally will 
relieve the patient, or intra-uterine swabbing with 
antipyrin and salol will arrest the hemorrhage, 
but more often hysterectomy is needed to effect 
acure. Radium introduced within the uterus in a 
small aseptic tube will stop the bleeding, and, 
fortunately, will usually cure the tumor as well. 
It was first used for bleeding from fibroids in one of 
Abbe’s cases in 1905. Wickham had pointed out 
that this agent caused an obliterative endarteritis, so 
the author was led to believe it would influence 
intra-uterine vascularity. His early work as well 
as that of Kelly and Burnham met with marked 
success. 

While Krénig and Gauss have shown the action 
of radium to be similar to that of the X-ray in its 
effect on the uterus, the X-ray is both expensive 
and dangerous to employ for this purpose. The 
y-rays from the radium as well as from the X-ray 
are the deep penetrating force, but the repression 
of the tumor-cells is done by the 8-rays, which are 
generated by the impact of the y-rays with all 
substances through which they pass. 

That radio-activity as applied to waters is a 
potent factor in therapy is evidenced by the fact 
that the most renowned spas in Europe are those 
in which the waters are found to possess the highest 
radio-activity, though of course it must be granted 
that the saline, ferric, and carbonic principles are 
equally important in eliminative treatment. 

Over a period of two thousand years radium 
evidences the most remarkable liberations of energy 


known to man, and its entire life will not have been 
spent much short of eighteen thousand years. 
This energy is due to some disruptive force whose 
manifestations are known as a-, B-, and y-rays, 
widely diverse in their type and power of penetra- 
tion. The a-rays are atoms of helium charged with 
positive electricity and are given off with a velocity 
of twelve thousand miles per second; the §-rays 
are negatively charged electrons with over ten 
times the velocity of the a-rays and nearly one 
hundred times their penetrative power. The y- 
rays are defined as rays of an ultraviolet light of 
such exceeding short wave-length that they will 
penetrate several inches of lead or six inches of 
battleship steel. It is the B- and the y-rays that 
are used in destroying cancerous tissue. 

While we have much to learn as to the definite 
process by which emanation exerts its beneficent 
influence, yet we do know that cardiac activity is 
lessened, blood-pressure lowered, coagulation-time 
shortened, the red blood-cells markedly increased; 
there is a temporary leucocytosis and a lasting tonic 
effect. Emanation therapy is of most importance 
probably in those diseases of the heart, kidneys, 
and arteries which evidence degenerative changes. 
Arteriosclerosis, high blood-pressure, various forms 
of arthritis and muscular rheumatism, stubborn 
neuralgia, myalgia, gout, and neuritis are greatly 
relieved. Startling results frequently are produced 
in the ferments which control digestion and in the 
stimulation of general metabolism. Spinal cord 
affections respond, and the pain of tabes is almost 
always controlled. 

The author compares the water of the Saratoga 
springs in its radio-activity in Mache units with 
that of most of the spas of Europe, and gives the 
technique for the administration of the baths, 
inhalations, etc., in the treatment of diseases by 
radio-active waters. C. D. Hotes. 


Kelly, H. A.: The Radium Treatment of Fibroid 
Tumors. Surg., Gynec. & Obst., 1915, xx, 271. 
By Surg., Gynec. & Obst. 


Massive doses of radium applied within the uterus 
will either so completely cure or so far relieve all 
cases of fibroid tumors as to obviate all necessity 
for operation. 

In 36 out of the 37 cases which Kelly reported, 
radium either caused the tumor to disappear or so 
far reduced its size as to render it innocuous. In 
every case subjected to an intra-uterine radiation, 
the hemorrhage has been controlled and wherever 
it has been desirable amenorrhcea has been pro- 
duced. 

Such radium treatments calling for from 300 to 
500 mg. of radium element only last a few hours and, 
as a rule, do not have to be repeated; furthermore, 
they are without risk. Such a treatment is pre- 
eminently adapted to tumors in young women, 
where menstruation can sometimes be conserved, 
and in hemorrhage cases, especially where profound 
anzmia is found. 
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Radium treatment does not preclude and in no 
wise complicates a surgical operation if it is thought 
best to do one later. 


Hofstatter, R.: Hypophysis Medication in the 
Hemorrhages of Puberty (Hypophysenmedika- 
tion bei Pubertitsblutungen). Gyndk. Rundschau, 
1914, Vili, 541. By Surg., Gynec. & Obst. 


The author employed hypophyseal extract in 
12 cases of severe menstrual bleeding with ir- 
regularity during puberty. Before the commence- 
ment of the treatment the girls suffered with patho- 
logic menorrhagias lasting from a few months to 
five years. 

All the different preparations of hypophyseal 
extract were tried, but the author ascribes the great- 
est action to Parke, Davis & Co.’s pituitrin and to 
the pituglandol of Hoffman-La Roche. Of the 
12 cases 9 were cured in a relatively short period of 
time. One case reacted well primarily but later 
was not influenced by the extract. Two other 
cases could not be observed long enough to form 
definite conclusions. L. A. JUHNKE. 


Kubinyi, von: Tuberculosis of the Uterus and 
Tubes; Total Extirpation (Tuberculosis uteri et 
tubae; Totalextirpation). Zentralbl. f.Gyndk., to14, 
XXXviii, 811. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A 28-year-old patient who had had tuberculous 
peritonitis as a child, after marriage had indefinite 
pains, and her general condition rapidly grew worse. 
Laparotomy showed caseous tubes and an intra- 
ligamentary cystoma. ‘Total extirpation was fol- 
lowed by febrile pleurisy, then uninterrupted re- 
covery. 

The specimen showed that in the mucous mem- 
brane of the uterus there were several tuberculous 
ulcers, and in the musculature there were two 
cavities as large as a hazelnut. Histologically there 
were typical tuberculous granulations; bacilli 
negative. RUHEMANN. 


Tate, M. A.: Infantile Uterus. 
xi, 162. 


Ohio St. M. J., 1915, 
By Surg., Gynec. & Obst. 

The author discusses some of the characteristics 
of this condition, the symptoms of a typical case, 
and the prophylactic as well as the active manage- 
ment of such a malformation. 

Simpson was the first to use the term “infantile 
uterus,” but this condition has been variously 
termed by other authors, “pubescent uterus,” “pu- 
erile uterus,” etc. The infantile type of uterus has 
had a multitude of descriptions as well as theories 
regarding its origin. 

An infantile uterus preserving many of the 
characteristics found at birth may be described 
as follows: The whole organ is narrow in propor- 
tion to its length, the-external os is small, the cervix 
conical and often very long in proportion to its 
body, and cases are recorded where the body of the 
uterus was so small as to be little larger than.a pea. 


‘ 


If the body should be large, it is probably pathologic, 
due to some inflammatory condition. Arrest of 
development may take place at any timc from birth 
to adult life, so that an adult woman may have a 
uterus no larger than she had at birth. 
Embryologically, the uterus and vagina both 
come from a single tube from the lower end of the 
miillerian ducts, and at about the fifth month they 
become separate units. The uterus at birth meas- 
ures 2.5 to 3 cm., and remains small until about 
the twelfth to the fifteenth year, when it grows rather 
rapidly with the establishment of the menstrual 
function. The relation of the body length to that 
of the cervix is as 0.5:1 in the child, 1:1 in young 
virgins; later on the body becomes still larger, as 
2 or 3:1 ina multiparous uterus. Associated with 
an infantile uterus may be found a lack of develop- 
ment of the ovaries, vagina, pubes, and breasts. 
In patients suffering with this condition menstrua- 
tion is painful and scant, and sterility is the rule. 
They begin menstruating late in life and may have 
the menopause as early as thirty. Hegar believes 
infantilism and not gonorrhoea is responsible fo 
many cases of sterility. 
The treatment of this condition is to be met by 
surrounding the growing girl with the best hygienic 
conditions. Fresh air, judicious exercise, proper 
food, care of the body, etc., all give the child a chance 
to develop along proper lines. Marriage should be 
prohibited in infantilism, as only unhappiness 
would result to both contracting parties. The 
best results in the active treatment of this condition 
are obtained when the condition is found early. 
Dilating the cervix will sometimes bring some re- 
sults in establishing the menstrual function and 
may need to be repeated in from six to twelve 


‘ months; slitting of the cervix has been tried, but it 


is questionable whether it has any real value. The 
stem pessary has been used, also complete hysterec- 
tomy for this condition, but the author has not 
used either — the former being dangerous and the 
latter not being necessary because he has not met 
with a case serious enough to require its use. 

C. D. Hoimes. 


Aschheim, S.: The Question of Internal Secretion 
of the Uterine Mucosa (Zur Frage der inneren 
Sekretion der Uterusschleimhaut). Zentralbl. f. 
Gyndk., 1914, Xxxviii, 1497. 

By Surg., Gynec. & Obst. 

In an earlier article the author showed that the 
presence of larger quantities of lipoids within the 
uterine glands was confined to the premenstrual 
phase of menstruation, and that post-menstrually 
and during the interval lipoids are found there only 
rarely and then in very small quantities. During 
the early months of pregnancy the glandular 
epithelium is rich in lipoids. The stroma cells also 
contain lipoids, likewise the decidua cells of preg- 
nancy but in variable quantities. The lipoids 
behave in the same manner as the glycogen, which 
was demonstrated a few years ago by the author as 
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also occurring in the premenstrual and pregnancy 
glands. Driessen also reported similar findings. 
The author discussed the possibility of there being 
an internal secretion from the uterine mucosa; also 
Shottlinder has later considered the decidua as an 
internal secreting organ. Gentili, who claims 
priority for the proof of an internal secretion in the 
decidua, bases his claim upon the morphological 
similarity between the luteum and decidua cells 
and upon similar developmental and retrogressive 
changes taking place within the cells; secondly, that 
these decidual changes occur not only at the site 
of implantation of the ovum but also far from it. 

He cites the view of Sfameni that the secretion 
of the decidua influences the entire organism 
(dilatation of blood-vessels). Sfameni is inclined 
to consider the decidua as an organ of internal 
secretion, believing that the lutein and decidual 
cells are of epithelial origin. Gentili considers the 
action of the decidual extract upon the blood-pres- 
sure (sudden and marked decrease) as absolute 
confirmation. 

The author, however, does not believe that the 
decidua has any internal secretory powers, although 
he is unable to bring any positive proof. Purely 
morphological similarities prove nothing; a histolog- 
ical proof of decidua cells being surrounded with 
capillaries like the lutein cells is lacking, although 
the decidua is rich in capillaries. It may be possible 
also that the internal secretion is carried by the 
lymph stream. The animal experiments do not 
prove anything. The effect of reducing or increas- 
ing blood-pressure is characteristic not only for 
decidua cells but for all organic extracts and cannot 
be attributed to specific action. We inject ex- 
tracts but do not know what part of the substance 
is truly extract and what is but split protein product. 
It is well known that in the mucosa secretions like 
albumin, mucin, glycogen, and lipoids do occur. 
Since glycogen can find toxic products in the liver 
why not also in the uterus? Lipoids also are carriers 
of biologically active products, and the author is of 
the opinion that during pregnancy there probably 
are products of the nature of vitamines in the uterus. 
For the premenstrual mucosa we know, however, 
that all these substances are excreted — external 
secretions. Can we consider these substances which 
in fact pass over to the foetus during pregnancy as 
“internal secretions”? If so, we will have to broad- 
en our conception of internal secretion. The 
author, therefore, is of the opinion that we ought 
to speak of external secretions of the uterine mucosa, 
the existence of which is definitely known, before 
we speak of internal secretions, the existence of 
which we are very much in doubt about. 

L. A. JUHNKE. 


Mayo, C. H.: Uterine Prolapse with Associated 
Pelvic Relaxation. Surg., Gynec. & Obst., 1915, 

XX, 253. By Surg., Gynec. & Obst. 
With retroversion and descent difficult to replace 
because of probable associated pelvic lesions or 


other abdominal complaint the true condition of 
which should be known, an intra-abdominal opera- 
tion should be made on the round ligaments. If, 
as rarely occurs, the cervix remains too far forward, 
the uterosacral ligaments should also be shortened 
to effectively bring the uterus to anteversion. 

The interposition type of operation is efficient 
in the relief of uterine prolapse associated with 
extensive cystocele. The best results are secured in 
women having a firm uterus, which usually means 
an age limit within the forties. This operation 
relieves cystocele and descent or the first and second 
degrees of prolapse. In the third or fourth degrees 
of complete prolapse in women in the fifties with a 
soft degenerating uterus undergoing rapid atrophy 
and in whom the torsion of the ligaments in antever- 
sion still permits the uterus to be brought out of the 
body the operation will undoubtedly fail of relief 
and another method should be substituted. 

The modified Kocher operation is occasionally 
made upon women in the forties —in which case 
the tubes are divided — but it is usually reserved 
for women well past the change of life with atrophied 
uteri. For a large group of cases, or the third and 
fourth degrees of prolapse in patients between 45 
and 65 years of age often with atrophy of the uterus 
and distention of the vaginal outlet, neither the 
interposition nor the Kocher types of operation are 
indicated. In these cases the following is an effect- 
ual method of securing relief: 

The cervix is grasped with two pairs of cerebellum 
forceps and drawn well out of the vagina. A 
pear-shaped incision is then made with its apex one 
and one-half inches below the external urinary 
meatus. It passes down each side of the cystocele 
and around the cervix. The sides of the incision 
are grasped and the vaginal wall readily separated 
from the bladder by blunt gauze dissection. The 
apex of the vaginal flap attached to the anterior lip 
of the cervix is turned down and the bladder rapidly 
separated by gauze dissection from the front of the 
uterus. As soon as the peritoneal fold is reached it 
is incised and divided laterally. The blunt gauze 
dissection then separates the posterior vaginal wall 
from the uterus at the side and on to the broad 
ligaments. The sharp fork retractors are used to 
draw the fundus of the uterus out of the incision 
as in an ordinary hysterectomy and the cervix is 
restored within the vagina, and the broad ligaments 
are fully spread out on each side. Unless the 
ovaries are diseased they are not removed. A heavy 
hysterectomy forceps with long blades now grasps 
each broad ligament; the uterus is divided one-half 
inch from the forceps and two more pairs of forceps 
are applied, one on each side, with their tips catch- 
ing the cul-de-sac behind the cervix; the uterus is 
then cut entirely away. 

If there is any tendency of the sigmoid or omen- 
tum to prolapse, it is held back by a long pad of 
gauze inserted into the peritoneal opening. The 
forceps, two on each side, are approximated laterally 
and a running mattress suture of chromic catgut is 
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applied which passes back and forth behind the 
forceps completely through both ligaments at such 
a distance as to tighten the broad ligaments. From 
one and one-quarter inches to one and one-half 
inches approximation of these ligaments is secured. 
The method of suture is applied so as to interlock 
and prevent the inward slipping of any vessels. 
When the suturing reaches the round ligament side 
it is caught into the flap anteriorly where the bladder 
has been separated from the interior vaginal wall. 


This suturing extends backward on each side from ° 


this point catching into the broad ligaments and 
then on each side into the angle of the depth of the 
dissection, thus compelling the bladder to rest on 
the broad ligaments. The loose ends of the exposed 
broad ligament are approximated by a running but- 
tonhole stitch extending back to the perineal posi- 
tion and the sides of the vaginal mucosal flaps, and 
closed by a running catgut suture up and back ina 
submucous manner. No sutures are exposed. 


Carlin, R. C.: Retrodisplacement of the Uterus. 
J. Arkansas M. Soc., 1915, xi, 231. 
By Surg., Gynec. & Obst. 


The author objects to the use of the pessary in 
the treatment of this condition unless the patient 
can remain quietly at home all the time with nothing 
at all to do. This condition is definitely a surgical 
one. He is opposed to the use of the round liga- 
ments in the surgical management of this malposi- 
tion on the ground that their diseased condition 
was the cause of the trouble, and hence likely to 
cause a repetition of the same condition. After 
mentioning the common symptoms of headache, 
backache, nervousness, etc., with menorrhagia, 
leucorrhoea, and dysmenorrhoea, he describes his 
operation for ventral suspension in the cure of this 
displacement. C. D. Hotes. 


Viana: Intra-Uterine Vaccination (Notizen iiber 
die intrauterine Impfung). Rassegna d'ostet. e 
ginec., 1914, xxiii, No. 3. By Surg., Gynec. & Obst. 


Viana conducted investigations in regard to 
whether immunity is conferred upon the foetus by 
vaccinating the mother by what he calls intra- 
uterine vaccination. The mother was vaccinated 
in 720 cases, 234 of which were clinical and 486 
ambulatory cases. The results were positive in 
75.7 per cent of the clinical cases and in 94 per cent 
of the ambulatory. In general it may be said 
that the result is positive if vaccination is per- 
formed during the ninth month of pregnancy. 
The percentage of positive results is less if done be- 
fore that time and almost nil if done before the 
sixth month. L. A. JUHNKE. 


Cranmer, R. R.: Vaginal Hysterectomy Under 
Spinal Anesthesia. J.-Lancet, 1915, xxxv, 125. 
By Surg., Gynec. & Obst. 


Spinal anesthesia was selected in Cranmer’s 
case because the patient was elderly and suffered 


from bronchitis and arteriosclerosis with heart 
and kidney complications. By the injection of 
2 drams of a 2 per cent solution of novocaine, he 
was enabled to perform vaginal hysterectomy for 
disabling prolapse and the patient was able to leave 
the hospital on the twelfth day. W. H. Cary. 


Outland, J. H.: A Simplified Technique for Vaginal 
Hysterectomy. J. Am. M. Ass., 1915, Ixiv, 1060. 
By Surg., Gynec. & Obst. 


1. The anterior and posterior lips of the cervix 
are caught by a specially made double-pronged 
tenaculum. It serves the double purpose of making 
strong traction without tearing, and of sealing the 
lips of the cervix so as to prevent discharges from 
soiling the field of operation. 

2. The incision is made, completely circumscrib- 
ing the cervix. 

3. By gauze dissection the posterior cul-de-sac 
is reached. The bladder is separated in the same 
manner. 

4. By the use of two claw retractors, applied al- 
ternately one above the other, the uterus is rapidly 
delivered anteriorly. The usual custom of de- 
livering the uterus anteriorly serves the very good 
purpose of separating the ureters, so that with 
reasonable care in the application of forceps there 
is no danger of including them in the bite of the 
forceps. 

5. After the uterus is delivered, the left hand with 
the index finger extended is placed over the fundus 
of the uterus and is forced down through the 
peritoneum of the posterior cul-de-sac, or else acts 
as a guide by the side of which the cul-de-sac is 
opened with scissors through the posterior incision 
without danger of entering the rectum. In most 
cases the use of an instrument is unnecessary. 

6. Clamps are now placed on the right broad 
ligament; usually two will suffice. The first clamp 
is placed on the broad ligament below and the 
broad ligament cut between it and the uterus before 
the second clamp is placed. 

7. After the broad ligament on the right side is 
severed, the uterus is rotated and the clamps are 
easily placed on the left broad ligament and the 
uterus cut away. In many cases the procedure to 
this point has not occupied more than three or four 
minutes. If it is necessary to remove the tubes or 
ovaries, they may be included with the uterus in the 
second clamp. 

8. With a double strand of No. 2 ten-day chromic 
catgut in a curved round needle, an over-and-over 
suture is made on one of the upper clamps; the clamp 
is withdrawn and the suture tied; all four ends, 


. which should be at least 4 inches long, are caught in 


aclamp. The lower clamp is next sutured in the 
same way and the ends of the catgut left long. 
After proceeding in the same way to sew over the 
opposite side, all the ends of the sutures are brought 
out and enclosed in one clamp for each side. 

9. The peritoneum is grasped in hemostats 
anteriorly and posteriorly and sutured in a running 
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suture of catgut. The edges of the vaginal in- 
cision are next sutured. Openings are left at 
both ends of this incision through which the ends of 
sutures on the respective broad ligaments are 
brought out, caught in a clamp, and gauze wrapped 
around them. The clamps are removed at the end 
of 20 hours and the ligatures cut short. 
Epwarp L. CorNELL. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Herrmann, E.: An Active Substance in the Ovary 
and Placenta (Uber eine wirksame Substanz im 
Eierstocke und in der Placenta). Monatschr. f. 
Geburtsh. u. Gyndk., 1914, xli, No. 1. 

By Surg., Gynec. & Obst. 


That an internal secretion of the ovary exists 
seems definitely proven, but the question remains 
whether it is present in or made by the follicle ap- 
paratus, by the corpus luteum, or by the so-called 
interstitial gland. After discussing the literature in 
regard to this question as well as the physiology 
of the mamme and the action of the ovarian and 
placental extracts, the author takes up his own 
experiments, the purpose of which was to study the 
active substance of the ovary and corpus luteum 
by biochemic means. 

In the chemical part of the study general observa- 
tions regarding the corpus luteum and ovary with- 
out the corpus luteum are discussed, each experi- 
mental method being described in detail. The 
carrier of the internal secretion is a yellow oily 
liquid which solidifies on cooling. A _ definite 
cholesterin reaction is obtained from it; it becomes 
brown on exposure to air, apparently through 
absorption of oxygen, and chemically is composed of 
carbon, hydrogen, and oxygen. The placenta also 
contains the same active substance as the corpus 
luteum with all of its physiological properties. The 
only difference is that the placenta contains quanti- 
tatively more active substance than the corpus lu- 
teum. 

From the portion of the article bearing on 
animal experiments the following is gathered: 
The chemical substance isolated as the active secre- 
tion for the placenta and corpus luteum possesses a 
powerful developmental influence upon the entire 
genitalia (vulva, vagina, uterus, tubes, ovaries) 
and upon the mamme of females as well as of 
males. This influence is capable of bringing young 
undeveloped rabbits to maturity within a few 
days. Five days after injection of the substance 
organic changes are perceptible in young animals 
8 weeks of age, demonstrable by macro- and 
microscopic proof, as comparable to animals of 25 
to 30 weeks old. If the injections are continued, 
the organic changes become as prominent as those 
during heat and during the beginning of a preg- 
nancy. 

The experiments of the author, in which he was 
able to develop the mammez of castrated male 
animals so that they secreted, are a direct proof 
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for the hormonal dependence of the mammz upon 
the internal secretion of the placenta and corpus 
luteum. L. A. JUHNKE. 


Meyer, R.: Adenoma Tubulare Ovarii Carcinoma- 
tosum and the Relation Between the Tubular 
Ovarian Adenoma and the Embryonal Rests 
(Das Adenoma tubulare ovarii carcinomatosum und 
die Beziehung des tubularen Ovarialadenoms zu 
embryonalen Organresten). Stud. z. Pathol. d. 
Entwicklung Meyer u. Schwalbe, 1914, ii, No. 1. 

By Surg., Gynec. & Obst. 

Relative to the observations of Pick on adenoma 
tubulare ovarii (testiculare) and -Schickele on 
blastomatolic ovotestis the author reports several 
findings of ovarian tumors which he considered as 
adenoma tubulare ovarii. There is considerable 
similarity between these tumors, yet they can be 
differentiated from each other. The important 
histologic findings of the latter are: On section 
they are yellow and are divided into small lobes, 
the division being effected by means of connective- 
tissue septa connected with the capsule. In gen- 
eral the tumors consist of strands or tubules, curved 
or in loops, giving off numerous branches and so 
making a dense network. In the periphery these 
tubules are most dense and frequently run radially 
to the center. The normal tubules oftimes have a 
very minute lumen, scarcely visible, lying closely 
upon the connective tissue, which in places is 
thickened to a membrana propria. Sudden cystic- 
like dilatations of the narrow tubules occur in 
places. 

The tubules are characterized by a single layered, 
uniform, cylindrical epithelium. Their destructive 
tendency is shown in the migration through the 
septic and outer capsule; before that a proliferation 
of the epithelium within the tubules is frequently 
observed without any changes. The histologic 
changes accompanying this destructive growth are 
relatively small; the most important sign is the 
growing together of the tubules into net-like struc- 
tures with the formation of communications. The 
tendency to retrogressive changes is rather marked. 
In addition to necrosis the partial sclerosis of the 
connective tissue produces an atrophy of the tubules 
by cutting off blood supply. It is necessary to 
differentiate metastatic ovarian adenocarcinomata 
from these tumors. 

Histogenetic observations have shown that these 
tumors occur in persons who show none of the charac- 
teristics of hermaphroditism. Pick’s view that 
there is a testicular element in these ovaries is not 
substantiated by any evidence. Morphologic sim- 
ilarity between tubular-testicular and ovarian 
carcinoma exists, but no evidence of any kind has 
been found that testicular anlage has been included 
in the ovary. Tubular adenomata are found in the 
hilus ovarii, but these grow from homologues of the 
male parts (rete and tubuli recti). The possibility 
of Pick’s theory cannot be denied, but no evidence 
whatever has been found to substantiate it. 

L. A. JUHNKE. 
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EXTERNAL GENITALIA 


Cullen, T. S.: A Further Case of Adenomyoma of 
the Rectovaginal Septum. Surg.,Gynec. & Obst., 
1915, XX, 263. By Surg., Gynec. & Obst. 


At the last meeting of the Southern Surgical and 
Gynecological Association Cullen referred to the 
literature on adenomyoma of the rectovaginal 
septum and reported two cases. Since then he 
has had another case. The growth was about 3 x 2 
cm. and the rectum was intimately blended with 
the cervix. There was partial blockage of the 
bowel. The growth on section showed typical 
adenomyoma, the glands of the myoma _ being 
identical with those in the body of the uterus. 


MISCELLANEOUS 


Cary, W. H.: Bladder Irritability in Women. 
Am. J. Obst., N. Y., 1915, xxi, 259. 
By Surg., Gynec. & Obst. 


From his experience with this condition the 
author draws the following conclusions: Bladder 
irritability per se excludes acute inflammatory 
conditions of the urinary tract and conditions which 
may be considered as physiological and concerns 
cases of frequent urination and dysuria in which 
the urine analysis is normal. 

Contrary to the usual teaching, trigonitis often 
exists without history of previous bladder trouble. 
The presence of cystocele, evident only when the 
patient is standing or sitting, may prevent emptying 
of the bladder and cause an irritating residual urine 
which acts as exciting cause. The location of the 
trigone makes it peculiarly sensitive to trauma and 
infection, hence the irritations following operation 
and catheterization. Continued hyperacidity of 
the urine and friction of the external genitals may 
be contributing causes. Chronic trigonitis usually 
responds readily to silver nitrate, and the two-way 
catheter is used most successfully in treatment. 

Posterior urethritis exists much oftener than is 
commonly believed. It is easily recognized in an 
endoscopic examination. Women seldom develop 
posterior urethritis from acute infection, but it 
may be rendered persistent by infection of Skeene’s 
glands with colon bacilli or gonococci. It may be 
excited by prolonged eroticism. 

Irritability may arise from lesions about the 
meatus and hence inflammation may be persistent 
but usually yields to direct cauterization. 

Eversions of the mucous membrane of the urethra, 
conditions simulating hemorrhoid, and caruncle, 
may all be exciting causes, but may also exist without 
giving rise to bladder symptoms. 

Association with other pelvic lesions is seldom 
influential in bringing about bladder irritability, 
except in circumstances that involve the bladder 
structure or cause pressure upon it. 

Bladder irritability may rarely be considered a 
pure neurosis. Repeated examinations of the urine 
may disclose a cause for irritability in nephritis or 
in a tubercular kidney. C. H. Davis. 


Gibson, G.: Gynecological Operations Upon the 
Insane. JN. Y. M.J., 1915, ci, 293. 
By Surg., Gynec. & Obst. 


This report is based upon a study of the end- 
results of the gynecological operations performed by 
the author upon too insane women. He has 
arbitrarily divided the various forms of insanity 
into two groups, viz.: (1) forms of insanity in which 
appear various degrees of deterioration or dementia, 
e. g., dementia pracox, general paresis, epilepsy, 
and senile dementia; (2) forms of insanity in which 
dementia does not appear, e. g., maniac depressive 
insanity and its allied forms and paranoiac con- 
ditions. 

The author states that in those cases of the first 
class where dementia is a marked characteristic, 
no surgical operation can do more than improve the 
physical condition of the patient; whereas in those 
of the second class where there is no dementia, the 
removal of pathological lesions from the pelvic 
cavity may be followed by both physical and mental 
improvement. 

Of the author’s 100 cases there were 50 cases of 
dementia pracox, 3 of epilepsy, one of alcoholic 
psychosis, and one of general paresis which belong 
in thejfirst class. There were 26 cases of maniac 
depressive insanity, 13 cases of paranoiac condition, 
and 5 cases of involution melancholia which belong 
to the second class. There was one case of puer- 
peral mania. 

There was no improvement in any of the cases 
of the first class, directly or indirectly. Of the 
second class, 17 cases showed improvement directly 
attributable to operation. Of the 26 cases of maniac 
depressive insanity operated upon, 13, or 50 per 
cent, showed improvement. Of the 13 cases of 
paranoia operated, one, or 7 per cent, showed im- 
provement. Two out of 5 cases, 40 per cent, of 
involution melancholia showed improvement. One 
case of puerperal psychosis improved after operation 
but died a few months later of exhaustion due to a 
delirious mania. - One patient died the day follow- 
ing operation of pontine hemorrhage, giving for 
the series a mortality of one per cent. 

The author believes, with Taussig, that all pa- 
tients with maniac depressive insanity having pelvic 
lesions should have them treated, either by local or 
operative measures. 

The following table is appended to show the 
comparative results of the various operators: 


Improve- 
Mortality ment 
Cases Per Cent Per Cent 


RES i oieaiccnanineaie eas 34 ° 56 
On Ea se ee rere a ere 173 2 68 
oS ee ee 28 3 57 
Nas Siti men ees 60 ° 16 
ON oss care au tawdiens 242 2 18 
UR ro fine hs taps 17 ° 17 
PE cincx Gog tion can ee 100 I 17 


Harvey B. MAtTTHEws. 
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PREGNANCY AND ITS COMPLICATIONS 


Cullen, T. S.: An Old and Infected Abdominal 
Pregnancy with Extension of the Long Bones 
into the Bladder and into the Bowel. Surg., 
Gynec. & Obst., 1915, Xx, 261. 

By Surg., Gynec. & Obst. 


Cullen reports the case of a colored woman 33 
years of age who gave definite signs of pregnancy. 
She experienced labor-like abdominal pain which 
suddenly ceased, following which she passed some 
blood. Shortly afterward a tumor was noted in the 
right lower abdomen. This gradually diminished 
in size. The patient was admitted to the Johns 
Hopkins Hospital several years later. At that time 
a peculiar lump could be felt in the right lower 
abdomen, which gave a distinct feeling of crepitus. 
On exploring the sac Cullen found a packet of bones, 
all that remained of the old pregnancy. One of the 
long bones projected into the bladder and was 
covered with phosphatic deposits. The ends of two 
other long bones projected into the cecum. After 
removing the sac and closing the opening in the 
bladder and the two openings in the cecum a drain 
was placed in the pelvis. The patient made a good 
recovery. 


Brooke, E. B.: Ectopic Gestation of Fourteen 
Years’ Duration. So. African M. Rec., 1915, xiii, 
27. By Surg., Gynec. & Obst. 


In 1914 the author was consulted by a patient 
who complained of a lump in her abdomen, which 
she said had been present for 14 years. She had 
had three children previous to that time. Her 
periods had stopped on the appearance of the tumor. 
She also complained of frequency of micturition, 
which was gradually becoming worse, with some 
burning pain, and the urine voided was thick, 
whitish in color, and very foul. On palpation of 
the abdomen, an irregular hard tumor was found 
lying in the pelvis somewhat to the left side and 
extending up to about 2 inches below the level of the 
umbilicus. The tumor was practically immobile 
and apparently adherent to the anterior abdominal 
wall. The urine was loaded with pus. 

On opening the abdomen much trouble was 
experienced in obtaining a clear view of the con- 
dition, owing to the numerous tough adhesions. As 
it was impossible to isolate the tumor, it was de- 
cided to open it and evacuate the contents, the 
adhesions being sufficient to prevent any general 
peritonitis. The contents were found to be the 
bones of a foetus completely ossified; some of these 
bones had worked their way through the wall of 
the tumor into the bladder and undoubtedly gave 
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rise to the bladder symptoms. The cavity was 
swabbed out with camphorated oil and drained. 

The patient made an uninterrupted recovery. 
All bladder symptoms disappeared, and the menses 
appeared again and were normal. 

This case is of special interest on account of the 
duration of the gestation and the normal resumption 
of the uterine functions after such a long period of 
inactivity. Epwarp L. CorneELt. 


Lynch, T. J.: Early Death from Hzemorrhage Due 
to Ruptured Ectopic Tube. Med. Herald, 
IQ15, XXXIV, 9. By Surg., Gynec. & Obst. 


The first case, a patient 32 years of age, an 
American, married at the age of 20, and has one 
child, which was born two years after marriage, 
living and well. She was in normal health up to 
2 p.m. on the day of the attack, when without 
any warning she fainted and a doctor was called. 
She regained only partial consciousness, sufficient, 
however, to make it known that she thought her- 
self about three months pregnant and had attempted 
to produce an abortion on herself three days be- 
fore by introducing a catheter into the uterus. 
During the doctor’s visit she vomited several times 
and complained of intense abdominal pain. Death 
occurred at 6:10 p.m., four hours after the beginning 
of the symptoms. Autopsy next day showed an 
abdomen literally filled with hemorrhage from a 
rupture of the middle third of the right tube. The 
uterus was large and soft, with no signs of infection 
or rupture. 

The second patient, an American woman, 28 
years of age, had been apparently in good health 
up to 12 o’clock noon, when suddenly she became 
unconscious after climbing a flight of stairs. The 
physician was able to get only a partial history from 
her. Owing to the absence of menstrual flow for 
the past two months she had on the day previous 
been to a doctor, who performed an abortion upon 
her. She complained of pain in the abdomen, but 
her shock was so profound that the pain was only 
moderate. Death occurred at 6:15 p.m., five hours 
and twenty-five minutes after the onset of hamor- 
rhage. Autopsy showed death was due to hem- 
orrhage from rupture of the distal third of the right 
tube. The foetus was free in the abdominal cavity. 
There was no apparent damage to the uterus in the 
attempted abortion. C. D. Hotes. 


Gray, B. H.: Placenta Previa: Its Etiology, Pa- 
thology, and Diagnosis. Virg. M. Semi-Month., 
1915, XIX, 521. By Surg., Gynec. & Obst. 

The author states that placenta previa is one of 
the four great obstetrical complications, and is 











68 INTERNATIONAL ABSTRACT OF SURGERY 


responsible for many deaths, recent statistics 
estimating the frequency of this condition as 1 in 
160 labors. 

He further states that it occurs more frequently 
in multipare than in primipare, the proportion 
being about nine to one, and the greater the parity, 
the greater the chance of placentia previa. He 
classifies this condition as central or complete, 
partial or incomplete, and marginal; the greater 
mortality being found in the complete variety. The 
general mortality has been reduced since the intro- 
duction of antiseptic methods. 

McDonald’s statistics of 8,625 cases give a mater- 
nal mortality of 7.22 per cent of all cases, and a 
foetal mortality of 55 per cent. In central placenta 
previa, the maternal mortality is 15 per cent, and 
the foetal mortality 71 per cent, while in partial 
placenta previa the maternal mortality is 4.8 per 
cent and the foetal mortality 58 per cent. 

The mortality varies considerably with different 
forms of treatment. ‘The most successful form of 
treatment being the use of the Champetier de Ribes 
bag, or hystereurnyter, of large size—s500 ccm. 
combined with Braxton Hicks’ version and slow 
extraction. He does not believe that c#sarean 
section should be done in this condition, as it only 
adds another danger to that already existing and one 
mortality to another; the only exception to this 
being in a primipara at full-term with a firm, un- 
dilated cervix, central placenta previa, living baby, 
and good recuperative powers; this he states is a 
rare condition. 

Post-partum hemorrhage is one of the most feared 
complications after delivery of the child; lacerations 
of the cervix are not uncommon; phlebitis is another 
after-complication. He concludes by saying that 
early diagnosis is very important and that success 
of treatment depends upon immediate application 
and absence of violence and infection. 

W. D. PHILuips. 


Baughman, G.: Foetal Heart Sounds in Placenta 
Previa. Am. J. Obst., N. Y., 1915, Ixxi, 253. 
By Surg., Gynec. & Obst. 


The serious consequences to the foetus in placenta 
previa is due to the fact that that portion of the 
placenta which is detached from the uterus does 
not receive from the mother the oxygen that it 
should receive, and in consequence the foetus 
suffers with dyspnoea. The signs of foetal dis- 
tress are cessation and some change in the heart- 
sounds. 

The author believes that the well-accentuated 
sound gives a more favorable prognosis than the 
rapid, irregular sound. Comparison of heart-sounds 
can only be made when we examine the foetal heart 
at the point where the middle of the back or the 
chest of the foetus comes nearest the abdominal 
wall. From the child’s standpoint delivery should 
be accomplished as soon as possible after the 
diagnosis of placenta previa has been made. 

C. H. Davis. 


Winn, J. F.: Treatment of Placenta Previa. 
Virg. M. Semi-Month.,1915, xix, 525. 
By Surg., Gynec. & Obst. 

The author offers the following conclusions in 
regard to treatment of placenta previa: 

1. Before viability, both in domestic and hospital 
practice, Braxton Hicks’ version is demanded. 

2. After viability, provided the child is in good 
condition, the intra-ovular use of the elastic rubber 
bag, followed by internal podalic version, offers the 
best results for both mother and child. In domestic 
practice, when the bag is not available, Braxton 
Hicks’ version again should be the treatment. 

3. During labor in complete or partial placenta 
previa, with great loss of blood, the child being 
either dead or: possessing little chance of living, 
Braxton Hicks’ version offers the best results for the 
mother. 

Whenever Braxton Hicks’ version is available, 
it should be followed by slow extraction. All efforts 
at rapid delivery by dragging the child through an 
undilated cervix will be followed by disastrous con- 
sequences to the mother. 

5. For the milder varieties of placenta previa, 
the marginal and lateral, simply puncturing the 
membranes is generally the only thing necessary 
to control the hemorrhage. 

6. The cervical and vaginal tampon is a make- 
shift at best, and, if used at all, should be employed 
under rigid aseptic conditions and other precautions 
well defined. 

7. Cesarean section has a restricted place in 
placenta previa. It should be chosen under the 
following conditions: (1) With the approach of full- 
term; (2) with the placenta covering a great part 
or the whole of the os; (3) when hemorrhage is 
profuse, but not enough to make the mother a bad 
surgical risk; (4) with the child probably weakened, 
yet offering reasonable prospects of being saved; 
(5) when the cervix is in a condition suggestive of 
prolonged and difficult dilatation; (6) when there is 
a negative history of vaginal contamination; and 
(7) when there is the assurance of hospital technique 
being used. W. D. Pxriurs. 


Stratz, C. H.: Treatment of Placenta Previa (Be- 
handlung der Placenta Previa). Ziéschr. f. Geburtsh. 

u. Gyndk., 1915, Ixxvi, 713. 
By Surg., Gynec. & Obst. 

Stratz recommends Braxton-Hicks’ version un- 
conditionally in the treatment of placenta previa. 
He has treated 173 cases with the loss of only one 
mother, a mortality of .6 per cent. This death was 
due to embolism and cannot be attributed to the 
method. Seventy-seven of the children were de- 
livered dead, 20 of them having died before labor 
began. Counting the latter the infant mortality 
was 45 per cent; without them 33 per cent. 

The mortality of the mothers with the Braxton- 
Hicks’ method is much less than any other; the mor- 
tality of the children is somewhat higher. Stratz 
thinks the mother’s life should always be considered 
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first, particularly as placenta previa almost always 
occurs in multipare, and the loss of a child is much 
less serious than the loss of the mother of the other 
children. 

The tampon should never be used. Metreurysis 
is superfluous when Braxton-Hicks’ method is 
properly used and at the right time. Cesarean 
section should be performed only when the mother 
earnestly desires a living child or when some com- 
plication indicates its use. 

With this method the mother is seldom lost, and 
the more skilled the physician becomes in its use, 
the less frequently.a child is lost. Tamponing at the 
beginning of delivery and overhasty extraction at 
the end of it should always be avoided. 

Stratz thinks better results will be obtained by 
adhering strictly to one method than by changing 
from one method to another. A. Goss. 


Widén, J.: The Sugar Content of the Blood in 
Eclampsia (Blutzucker und Eklampsie). Monat- 
schr. f. Geburish. u. Gyndk., 1915, xli, 130. 

By Surg., Gynec. & Obst. 


Widén studied the sugar content of the blood in 
8 cases of eclampsia by Bang’s microchemical meth- 
od. The curves and the case histories are given. 
He finds that intermittent hyperglycemia is a char- 
acteristic symptom of eclampsia. The variations 
in the sugar content are very great. Very severe 
cases show little or no hyperglycemia. This is in 
accord with the results of animal experimentation. 
Bang found that in rabbits, after the intravenous 
injection of 1 mg. adrenalin, there was a fall in the 
sugar content of the blood, while after subcu- 
taneous injection of the same amount there was a 
marked rise. 

If further investigation confirms Widén’s results, 
which show that the cases of eclampsia with good 
prognosis show pronounced hyperglycemia, Bang’s 
method of determining the sugar in the blood will 
have a certain value in prognosis. The cause of the 
hyperglycemia in eclampsia is not yet definitely 
settled. The amount seems to run parallel with 
the degree of the intoxication. Slight intoxica- 
tion causes a slight rise in the sugar content; moder- 
ately severe intoxication, a moderately severe hyper- 
glycemia; and extremely severe intoxications, little 
or none. The hyperglycemia disappears with the 
cessation of the intoxication. 

In cases of albuminuria without eclampsia there 
was little or no hyperglycemia, but in a case of 
pernicious vomiting of pregnancy the conditions 
were practically the same as in eclampsia, which 
would seem to indicate that the intoxication in perni- 
cious vomiting is closely related to that in eclampsia. 
Further study of this point should be made. 

Examination of the umbilical cord of infants 
immediately after delivery did not show hyper- 
glycemia. Sugar evidently then does not pass 
directly from the mother’s blood to that of the 
foetus. It must be formed either in the infant’s 
body or in the placenta. Widén thinks that it is 


probably formed in the placenta, showing that the 
latter is not merely a filter but has important 
biological functions to perform. A. Goss. 


Gellhorn, G.: Three Cases of Extraperitoneal 
Cesarean Section. J. Am. M. Ass., 1915, lxiv, 
196. By Surg., Gynec. & Obst. 


The patient, 35 years old, had her first confine- 
ment three years previous, at which time a dead 
child was extracted with forceps. She had had 
moderately severe contractions for about 48 hours 
and very strong and frequent pains for about 8 
hours. The membranes had ruptured and repeated 
vaginal examinations had been made without 
rubber gloves. The indications for caesarean section 
were a generally contracted pelvis of mild degree, 
a large head in the occipital posterior position, 
freely movable above the pelvis, and secondary 
inertia. The technique was as follows: 

In extreme Trendelenburg position a mid-line 
incision was made from the symphysis to within 
one and one-half inches of the umbilicus. The 
lower uterine segment distended by the child’s 
head presented. The peritoneum was lifted at its 
highest point and transversely incised for a distance 
of about two inches. The peritoneum and the blad- 
der were then pushed toward the symphysis until 
the firmer connection between the bladder and cervix 
called a halt. A denuded oval with a diameter of 
about 5 inches thus resulted on the anterior surface 
of the lower uterine segment. The parietal perito- 
neum was stitched to the edges of this denuded 
oval, thus completely closing off the abdominal 
cavity. The lower uterine segment was incised 
and the child’s face rotated into the incision. For- 
ceps were applied with the concavity of the blades 
toward the symphysis. After delivery of the pla- 
centa and membranes, the uterine incision was 
closed by through-and-through stitches of chromic 
catgut and a superficial running suture of finer 
catgut. The uterus contracted promptly and there 
was practically no bleeding throughout the opera- 
tion. The continuous stitch between the parietal 
and visceral peritoneum around the denuded area 
was removed and the bladder peritoneum pulled 
over the entire wound and sewed on the anterior 
surface of the uterus a trifle above its original in- 
sertion. ‘The incision was closed in the usual way. 

The patient went through an undisturbed and 
afebrile puerperium and left the hospital within 
two and a half weeks. Nine months later the 
uterus was of normal size, position, and mobility. 

The other two cases reported were practically 
the same. In both a live child was delivered and 
the mothers recovered. 

The author believes there is only one condition 
in which extraperitoneal caesarean section does not 
offer advantages over the intraperitoneal method, 
and that is in placenta previa. An incision through 
the lower uterine segment would open the enor- 
mously dilated blood sinuses, the inundation with 
blood would render orientation difficult, the lack 
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of contractile fibers would militate against prompt 
checking of hemorrhage, and the friability of the 
tissues would favor tearing and prevent accurate 
adaptation. 

With this single exception the extraperitoneal 
method not only possesses all the advantages of the 
ordinary cesarean section and its modifications, 
but surpasses it in safety and freedom from post- 
operative complications. Epwarp L. CorNeELt, 


Lawrance, J. S.: Extraperitoneal Czesarean Section; 
Report of Two Cases. Surg., Gynec. & Obst., 
IQI5, XX, 354. By Surg., Gynec. & Obst. 


The author attempts to trace the development 
of the limitation of the indications of the classical 
cesarean to the absolutely clean cases. He col- 
lected records of 28 cases of transperitoneal opera- 
tions in suspected cases, with one maternal and one 
infantile death, and reports in detail two suspected 
cases in which infection was demonstrated. 


Goodman, S. J.: Therapeutic Abortion; Indica- 
tions and Methods of Procedure. Ohio St. M. 
J., 1915, xi, 92. By Surg., Gynec. & Obst. 


This paper deals with the law governing abortion, 
definition and history of the operation, the indica- 
tions for same, its technique, the after-treatment, 
and prognosis. 

As the law governing this operation makes its 
performance an offense unless undertaken to save 
the life of the mother, it is strongly advised that 
the practitioner always have the support of one or 
two other physicians as well as a signed statement 
from the patient. This emptying of the uterus 
before the period of viability has been done since 
the remotest antiquity in savage as well as in civil- 
ized lands. Before the time of Christ and among 
the Jews it was done as a therapeutic measure. The 
Catholic church forbids it for any cause or reason. 

The various authorities which Goodman consulted 
give the following indications for performing thera- 
peutic abortion. Included in this list are several 
offered by himself: 

1. Contracted pelvis with a conjugata vera of 
less than 6 cm. 

2. Hyperemesis gravidarum and other toxic 
affections. 

3. Incarceration of a retroflexed gravid uterus. 

4. Advancing tuberculosis as shown by loss 
of weight, evening fever, etc. 

5. Heart-disease. 

6. Diabetes and other constitutional diseases. 

7. Diseases of the kidneys, especially if com- 
plicated by retinitis. 

8. Other diseases which seriously jeopardize 
the mother, as Basedow’s disease, leukaemia, 
pernicious anemia, chorea, etc. 

9. Diseases of the ovum, such as polyhydramnion, 
hydatidiform mole, death. 

1o. Cancer of the uterus and other malignant 
growths of the uterus and surrounding tissues. 

11. Insanity, idiocy. 


12. Hemorrhage during the early months of 
pregnancy. 

13. Eclampsia. 

14. Sometimes pregnancy following rape may 
possibly present another indication for this pro- 
cedure. 

The gravity of this operation should always be 
borne in mind. It should never be done except 
in a good hospital and under the strictest aseptic 
precautions. After the first eight weeks, twenty- 
four-hour dilatation with a gauze pack may be 
necessary before emptying the uterus. The uterine 
contents should be emptied by means of a blunt 
curette or polypus forceps, and the cavity packed 
with iodine gauze. Vaginal or abdominal cesarean 
section are here preferred by some men. The after- 
treatment consists of keeping the patient quiet in 
bed for from a week to ten days; no douches; 
vulvar irrigations with a mild antiseptic solution; 
of keeping the bowels open; and allowing the pa- 
tient to use a commode so as to promote drainage. 
With very careful management this operation carries 
a very small mortality, but it must always be under- 
taken with great care. C. D. HotmEs. 


Danforth, W. C.: Ovarian Tumors in Pregnancy; 
Report of a Case of Solid Tumor. Surg., Gynec. 
& Obst., 1915, xx, 319. By Surg., Gynec. & Obst. 

Danforth reports the case of a woman 32 years of 
age, pregnant 3 months, from whom was removed a 
solid tumor of the left ovary weighing 292 grams. 
The tumor when microscopically examined proved 
to be a fibromyoma. The woman went on to term 
without miscarriage. 

The more important publications upon this 
subject are reviewed and statistics quoted. Mc- 
Kerron and Puech and VanVerts find that 2.5 per 
cent of ovarian tumors are solid, while Jetter gives 
the percentage as 6.8. 

The dangers to the pregnant woman are dis- 
cussed, torsion of the pedicle of the tumor, torsion 
of the uterus, and rupture of the cystic tumors, 
being mentioned as the most important complica- 
tions of pregnancy. 

As to treatment, the immediate removal of the 
tumor if recognized during pregnancy is advised. 
A large mass high in the abdomen is looked upon as 
less dangerous than a smaller one in the pelvis. The 
removal of these tumors by abdominal incision is 
advocated in preference to vaginal section during 
pregnancy, as the statistics show that there is much 
less danger of miscarriage after laparotomy than 
after vaginal section. E. P. Davis gives the per- 
centage of abortion in the latter procedure as 49 
per cent, while the figures of the various writers 
quoted as to the danger after abdominal section 
vary from 17 to 22.4 per cent. 

If the woman is in labor and is not in condition for 
safe laparotomy it is advised to push the mass up 
out of the pelvis and deliver vaginally, or, if this be 
impossible, to puncture or incise and drain the cyst, 
deliver through the vagina, after which the sac 
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should be removed by colpotomy or abdominal 
incision within 24 hours. If the case be clean the 
woman may be delivered by cesarean section and 
the tumor removed at the same time. 

The importance of the early recognition of these 
tumors in the pregnant woman is urged. In case 
of torsion of the pedicle or rupture of a cyst during 
pregnancy immediate operation is advised. 


Albrecht, H.: Etiology of Chorea Gravidarum (Zur 
Atiologie der Chorea gravidarum). Ziéschr. f. 
Geburtsh. u. Gynik., 1915, \xxvi, 677. 

By Surg., Gynec. & Obst. 

Albrecht reports a case of moderately severe re- 
current chorea during pregnancy, which was cured 
within 24 hours by the injection of 20 ccm. of nor- 
mal pregnancy serum, after the usual symptomatic 
treatment had been given 3 weeks without any effect. 

This tends to confirm the theory that chorea 
during pregnancy belongs to the group of preg- 
nancy toxicoses, the intoxication involving the 
central nervous system. It is still unexplained 
why the toxin should affect the subcortical center, 
but it seems evident that the virus is not exogenous 
but endogenous. This theory is further confirmed 
by the autopsy findings of Crespigny and Wilson. 
In fatal cases of chorea of pregnancy they found 
changes in the liver and kidneys completely ana- 
logous to those in severe pregnancy toxicosis. 

The conception of chorea as a pregnancy toxicosis 
is important with reference to treatment. Statistics 
given in Pinele’s recent monograph show that 
abortion, which is the usual treatment in chorea of 
pregnancy, gives a mortality of 54 per cent. Any 
treatment would be welcome which would reduce 
this high mortality. Albrecht believes, however, 
that serum treatment will be effective only in mod- 
erately severe early cases, before severe and ir- 
reparable organic changes have been produced by 
the toxin. 

A case of chorea in a young girl is also described, 
which seems to show that chorea minor is also an 
auto-intoxication of the central nervous system, 
because of dysfunction of the glands of internal se- 
cretion in the period immediately preceding puber- 
ty. Simonini concluded from clinical and experi- 
mental observation that chorea minor was due to 
insufficiency of the parathyroid, and both he and 
Giambi noted marked improvement after adminis- 
tration of parathyroid extract. This is only a hy- 
pothesis, but it would seem that chorea minor is due 
to transformations in internal secretion just before 
puberty and that the connection is similar to that 
seen in the chorea of pregnancy, which is due to the 
changes produced by pregnancy in the maternal 
organism. A. Goss. 


Glynn, E., and Briggs, H.: Symmetrical Cortical 
Necrosis of the Kidney in Pregnancy. J. 
Pathol. & Bacteriol., 1915, xix, 321. 

By Surg., Gynec. & Obst. 
The authors report in fullest detail a case of 
symmetrical cortical necrosis of the kidneys in 


pregnancy. This is the thirteenth case in the litera- 
ture. The lesion apparently is found in its typical 
form only in pregnancy, a condition leading to 
toxemia, as indicated by eclampsia, vomiting, 
albuminuria, etc. The authors’ conclusions best 
formulate the ideas advanced in this case report: 

1. Typical symmetrical cortical necrosis of the 
kidney is apparently invariably associated with 
pregnancy. 

2. The lesion is due to thrombosis of the inter- 
lobular arteries, their afferent branches and glomer- 
ular capillaries, and begins in the distal ends. 

3. In this case the thrombi in the distal ends 
and middle of the interlobular arteries, their 
branches, and glomerular capillaries consisted 
mainly of platelets; fibrin was relatively scanty 
and in filamentous form. The thrombi in the 
proximal ends of these vessels consisted mainly of 
fibrin in hyaline form; many erythrocytes and leu- 
cocytes were also present ; platelets were very scanty. 

4. It is extremely probable that platelets formed 
the chief portion of the thrombi in other recorded 
cases, but their presence was overlooked. 

5. The deposition of platelets was the primary 
cause of the thrombus and preceded the deposition 
of fibrin. It was the result of injury to the vascular 
endothelium. 

6. This injury was probably caused by an endo- 
theliolytic toxin allied to the group of toxins found 
in pregnancy, which may produce eclampsia. 

7. A variable amount of sclerosis of the renal 
arteries occurred in six of the thirteen cases. It 
probably caused a predisposition to thrombosis 
by causing slowing and other irregularities in the 
circulation, or by injuring the endothelium or ren- 
dering it more susceptible to injury. 

CAREY CULBERTSON. 


Jonas: Kidney Function in Normal and Patho- 
logical Pregnancy (Nierenfunktion in der nor- 
malen und pathologischen Schwangerschaft). Miin- 
chen. med. Wchnschr., 1914, \xi, 1405. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A description is given of Schlayer’s test for kidney 
function. Among a number of normal and diseased 
pregnant women who were examined by this method, 
in most of them, even those that were found normal 
clinically, there was found to be some injury of the 
kidney. There were alterations in the blood- 
vessels, but there was no involvement of the tubules. 
In a case of eclampsia during pregnancy a typical 
picture of vascular hyposthenuria was found. 

RUHEMANN. 


Wallace, C. J.: Ruptured Appendix at Full-Term 
Pregnancy. J. Am. M. Ass., 1915, lxiv, 739. 

By Surg., Gynec. & Obst. 

The patient had had recurrent attacks of appendi- 
citis for two years, all very slight, and none during 
the previous eight months. When the author was 
called to attend her at childbirth, thorough exam- 
ination was made; the cervix showed a slight degree 
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of dilatation, about three-fourths of an inch; but on 
closer survey, there was felt through the wall of the 
vagina what seemed like an abscess located in the 
region of the appendix. The ground was covered 
very thoroughly and a diagnosis made of suppurative 
appendicitis with possible rupture of the appendix. 
Two days later she was operated upon. A complete 
appendectomy was performed and pus cleaned out, 
which had formed freely about the much enlarged 
vessels and ligaments, which are, at this stage of 
pregnancy, far from the general size. Hoping to 
avoid later trouble, rubber tube drains were placed 
in the cul-de-sac and in the groin. The incision 
was closed tightly around the drains, especial care 
being taken to close the fascia so as to get a good 
union and avoid separation during the severe strain 
which was sure to come at the time of childbirth. 
Epwarp L. CorNeELL. 


Fair, H. D.: Better Obstetrics. J. Jndiana St. M. 
Ass., 1915, Viii, 67. By Surg., Gynec. & Obst. 
The author dwells upon the necessity for better 
obstetrics. He contends that other things being 
equal, a woman should be better mentally and 
physically as well as happier and healthier after 
the birth of her first baby; and when this is not the 
case, he thinks it is due largely to the fact that the 
obstetrician has either not had a chance or has 
failed through ignorance or carelessness as to his 
duty. The obstetrician must be versed not alone 
in his particular science and art but he must be 
an internist, surgeon, and pediatrist. Neither is 
it enough to lead a woman safely to the completion 
of her pregnancy, deliver her, then dismiss her 
after two or three calls made during the following 
week, and leave her to the care of neighbors or 
relatives who are ignorant of the true state of 
affairs and who have no sympathy with the “new 
fangled”’ notions. 

A feat of momentous importance will have been 
accomplished when we have educated the public to 
the extent that pregnant women will realize that 
it is to their interest and that the best results can 
only be obtained by placing themselves under the 
direct supervision of a good physician early in the 
period of gestation. He also contends that the 
modern hospital is the ideal place for the par- 
turient woman. In attending such a patient he 
advises that the physician be equipped with a 
complete obstetrical outfit, with all necessary 
articles sterilized; then get the patient in the best 
possible condition for her ordeal and render her the 
best service possible. C. D. Hotmes. 


LABOR AND ITS COMPLICATIONS 


Jellett, H.: The Treatment of the Second Degree 
of Pelvic Contraction. Surg., Gynec. & Obst., 
1915, Xx, 158. By Surg., Gynec. & Obst. 

The author believes that the advantages of the 
induction of labor are not very numerous, and prin- 
cipally consist in the fact that it is comparatively 


easily carried out, and that it usually results in the 
birth of a living child. On the other hand, the 
arguments against it are: (1) that it is extremely 
easy to infect the patient during the process of 
induction; (2) that all methods of induction recom- 
mended up to the present time are uncertain in their 
action and sometimes mean repeated manipulation 
and considerable delay; and (3) that the premature 
child is very liable to die in consequence of its feeble 
condition. 

In favor of cesarean section are a considerable 
number of points. In the first place it is very 
simple and easily carried out. If it is done early 
in labor, or at the beginning of labor, or even before 
labor has begun, it is almost free from risk. With 
it there is no such thing as a vaginal or perineal 
laceration; recovery is rapid; there are none of the 
pains and discomforts of a prolonged labor; and the 
foetal prognosis is usually extremely good. Lastly, 
it can be performed in subsequent labors, probably 
as often as is required, provided no abdominal in- 
fection occurs. In fact, it possesses only two dis- 
advantages, but these are serious. If we are to get 
all the benefits of caesarean section without the dan- 
gers, it must be performed either before labor begins 
or early in the first stage, and consequently it is 
not possible to give the patient an opportunity of 
delivering herself. The second disadvantage is 
that when once a cesarean section is done on a 
patient, on account of contracted pelvis, there is no 
logical reason why it should not have to be done in 
every subsequent pregnancy. In short, one may 
say, ‘‘Once a cesarean section always a cesarean 
section.”” This is a serious disadvantage: (1) be- 
cause it is not always possible to measure a pelvis 
exactly enough to be able to say that it falls pos- 
itively into a certain degree, and (2) even if it can 
be measured exactly, it is not possible to estimate 
correctly the actual size of the foetal head. Practical 
experience shows that in the second degree of 
pelvic contraction or in borderline cases between the 
first and second degree it may be entirely im- 
possible to deliver through the vagina a living child 
at one labor, whereas in the next labor, with stronger 
uterine contractions, and greater molding of the 
head, it is possible to effect delivery. If, however, 
a woman is to be delivered by cesarean section 
the operation must be done at an early period of 
labor, so losing all possibility of spontaneous or 
instrumental delivery. 

The third possible line of treatment of these cases 
is pubiotomy. In favor of this operation are the 
facts that it is a smaller procedure than cesarean 
section in a favorable case; that its performance 
can be postponed till the last possible moment, 
when a positive indication for delivery on behalf 
of either the mother or the child arises, so that 
every opportunity of spontaneous delivery or of 
delivery by the forceps is afforded; and that it 
improves directly the prognosis of subsequent 
labors because it causes a permanent increase in 
the size of the pelvis. On the other hand, the oper- 











OBSTETRICS 73 


ation possesses certain disadvantages. In the 
first place the antecedent labor is prolonged and 
painful, and during it the child may possibly die, 
owing to compression, even though it is most care- 
fully watched. Further, it is always liable to cause 
laceration of the vagina and possible injuries to 
surrounding parts, and, consequently, in unfavor- 
able cases it may prove to be a much more difficult 
operation than caesarean section. The author is 
of the opinion, however, that the advantages are 
considerably in excess of the disadvantages. First, 
because the fact that the operation can be per- 
formed late in labor gives the patient every opportu- 
nity of escaping operation, and, second, on account 
of the extremely beneficial effects of pubiotomy on 
subsequent labors. 

Four tables show all cases in which pubiotomy 
has been performed at the Rotunda Hospital by the 
author or his predecessor, Hastings Tweedy. The 
first showed in a general way the essential facts of 
all the cases. The second showed the nature of 
the different complications occurring during the 
performance of pubiotomy or subsequently. In 
only 4 out of the 19 cases did anything that could 
be regarded as a serious complication occur, and 
in all the 19 cases the ultimate recovery was per- 
fectly satisfactory. Two cases demonstrated that 
failure of union of the bone at the site of incision 
in no way interfered with locomotion. The third 
and fourth tables showed the difference between 
labors occurring previous to the performance of 
pubiotomy and labors occurring subsequent thereto. 
It was seen that whereas in 29 labors previous to 
pubiotomy only 3 children were delivered alive 
spontaneously; subsequent to pubiotomy in 15 
labors 8 children were delivered alive spontaneously. 

In conclusion, the author offers the following 
opinions as to the treatment of the second degree of 
pelvic contraction: 

1. Pubiotomy is the operation of choice, unless 
there are special circumstances in the case or special 
complications present. 

2. Pubiotomy is specially indicated in the young 
multipara, because, owing to previous labor, the 
vaginal canal is dilated and lacerations are unlikely 
to occur, and because of the effect of the operation 
on subsequent pregnancies. 

3. On the other hand, cesarean section is more 
suitable in the elderly primipara, because vaginal 
laceration is more likely to occur, and because it is 
not so necessary for the woman to take account of 
further pregnancies. 

4. Premature labor is indicated only under 
special conditions which render either of the fore- 
going operations impossible or inadmissible. 


Jardine, R.: The Treatment of Impacted Breech 
Cases. Glasgow M.J., 1915, |xxxiii, 193. 

By Surg., Gynec. & Obst. 

The author considers that kind of impaction in 

which the legs are flexed and the feet of the child 

are high up on its chest. In such cases the mem- 


branes usually rupture early, before there is much 
dilatation, and a marked retraction ring forms. This 
ring grasps the child’s body beneath the knees and 
also forms a very distinct ledge; and with each 
uterine contraction the ring contracts and prevents 
descent. In primipare the foetal mortality in such 
cases is over 20 per cent. 

Jardine’s method of delivery is as follows: When 
such a condition is recognized, the patient should be 
anesthetized and the os fully dilated. The flattened- 
out hand should then be passed up along the front 
of the child and the foot grasped. The leg is then 
swung inward toward the front of the child and 
gradually brought down past the retraction ring. 
Attention is called to the importance of conducting 
this manipulation very carefully, as the lower 
uterine segment is very thin and there is risk of its 
rupture. After the leg is brought down traction 
upon it will bring the body down, and the child is 
then delivered in the usual method, an endeavor 
being made to keep the head flexed and the arms 
down. He condemns the use of forceps or traction 
by means of a fillet in such cases. A. H. Scuirv. 


Vake, R. T. la: Dilatation of the Cervix by Means 
of Bags. J.-Lancet, 1915, xxxv, 94. 
By Surg., Gynec. & Obst. 


Some obstetrical conditions demand artificial 
aid in dilatation of the cervix, as dry labor, prolonged 
labor, prolonged gestation, previous difficult labors, 
eclampsia, placenta previa, endocarditis, tuberculo- 
sis, albuminuria, and toxemia of pregnancy. 

Various methods have been devised to assist 
nature in these conditions, but the Voorhees bag is 
perhaps the best to use. It is a thin canvas, rubber- 
covered, conical bag, so constructed as to allow 
traction on the tube leading from the small end. 
Strict asepsis must be observed in introducing this 
bag. It is rolled up parallel to its long axis and 
grasped with a long pair of sponge-holders. After 
being inserted inside the cervix it is filled with one- 
half per cent lysol or with sterile water, the tube 
tied and placed in the vagina. While sepsis is not 
common, the hospital offers the safest environment 
for this procedure. C. D. Hotmes. 


Klipstein, G. T.: Some Suggestions for Mitigating 
the Pain and Accelerating the Delivery in 
Parturition. Virg. M.Semi-Month., 1915, xix, 606. 

By Surg., Gynec. & Obst. 

The author divides the causes of prolonged labor 
into three classes: (1) deranged conditions of the 
nervous system; (2) lack of proper expulsive power 
on the part of the uterus; (3) improper relaxation 
of the uterine sphincters. 

1. The muscular system of the uterus, instead of 
contracting and relaxing normally, approaches a 
state of clonic spasm, and much suffering with little 
progress results. For this condition the author 
recommends the use of 4 gr. morphia and 1/150 gr. 
of atropia, repeated until their influence is noted. 
The labor is completed with chloroform anesthesia. 
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2. When improper expulsive power on the part 
of the uterus exists, Klipstein again uses morphia 
and atropia. If practically no progress has been 
made, % gr. of morphia is given and repeated if 
necessary. 

3. With improper relaxation of the uterine 
sphincters the author uses morphia and atropia 
freely. The patient is kept constantly in a drowsy 
condition and allowed to sleep between pains. 
Artificial dilatation is instituted by the introduction 
of one, two, or three fingers and furthered by chloro- 
form anesthesia. The use of forceps should be 
postponed as long as possible, as it is in these cases 
that the most severe lacerations occur. 

In an experience covering 22 years the author 
declares he has never seen any ill effect of these drugs 
on the baby at birth. He remarks, however, that 
resort has occasionally been made to methods for 
arousing respiration in the newborn when these 
drugs have been used, but that similar procedures 
have been necessary in prolonged labors conducted 
without any medication. 

He deplores the use of pituitrin when the pains 
are frequent and strong and the os not dilated. 
He considers that it produces its best effects in the 
presence of deficient muscular power of the uterus 
and abdominal wall with an os fully dilated or 
dilatable. F. C. Irvine. 


Polak, J. O.: A Study of Twilight Sleep. JN. Y. 
M.J., 1915, ci, 289. By Surg., Gynec. & Obst. 
The author states at the outset that there are 
several questions regarding twilight sleep that 
obstetricians will have to settle. They are: (1) 
What is really meant by twilight sleep? (2) Has 
twilight sleep any place in rational obstetrics? 
(3) Can anything be gained for the patient by its 
use and, if so, do the advantages gained compensate 
for the possible dangers to the child? 

The favorable points regarding twilight sleep are: 

1. Ninety per cent of all labors can be success- 
fully rendered painless with morphine-scopolamine 
anesthesia. 

2. Maternal morbidity and mortality are not in- 
creased by twilight sleep. 

3. The first stage of labor is materially shortened. 

4. Cervical dilatation is more complete and, 
therefore, cervical tears less frequent. 

5. Third-stage inertia is not increased; post- 
partum hemorrhage or difficulty in separation of the 
placenta has not been noted. 

6. Dry labor is made shorter and less exhausting 
by twilight sleep. 

7. With twilight sleep, borderline disproportions 
may be given the test of labor without exhaustion to 
the patient. 

8. The strain of labor in cardiac disease and tu- 
— is very materially lessened by twilight 
sleep. 

9. Twilight sleep is particularly indicated in 
highly nervous and physically unfit primiparous 


- women, 


The disadvantages of twilight sleep may be 

summed up as follows: 
sae Possible asphyxiation and narcotization of the 
child. 

2. Possible dangers to the mother, such as 
idiosyncrasy to morphine or scopolamine, causing 
delirium or coma; arhythmic respirations; dimin- 
ished kidney secretion; prolongation of the labor; 
uterine atony, and perhaps post-partum hemorrhage. 

3. Prolongation of the second stage of labor. 

Some very definite and explicit suggestions for the 
successful adminstration of twilight sleep are given. 
Individualization (dosage) with constant intelligent 
observation of the mother (pulse, respiration, pupils, 
etc.), the child (heart), and the progress of labor 
constitute the ‘most important of these. Only 
through considerable experience can twilight sleep 
be administered successfully, because every case is a 
law unto itself. The author emphatically states that 
twilight sleep is an assured fact, but adds that for 
the present at least the method should be utilized 
only by the expert in a well-appointed maternity 
hospital. Harvey B. MATTHEws. 


Brodhead, G. L.: Twilight Sleep in Obstetrics. 
Post-Graduate, 1915, xxx, 87. 
By Surg., Gynec. & Obst. 


In a series of 46 cases at the Harlem Hospital 
treated by the method outlined by Siegel, 35 pa- 
tients showed good results both as to analgesia and 
amnesia; in 8 cases the results were fair, and in 3 
there were no results at all. There were 8 operative 
cases: 1 for hydrocephalus, 6 were forceps opera- 
tions, and 1 breech extraction. There were no 
complications affecting the mothers. Thirty-one 
of the babies cried immediately after birth, 14 
cried after some manipulation; several babies re- 
quired hot and cold baths and artificial respiration. 

The forty-sixth case, which was a primipara, 
after three doses had been given gave birth to a 
partially asphyxiated child, more than an hour being 
required to stimulate the respiration so that the 
child breathed fairly well; thirty-two hours after 
birth the child died, the respiratory center apparent- 
ly being disturbed. Autopsy showed venous en- 
gorgement of the brain and all the viscera, but 
the cause of death was undetermined; the author, 
however, states that, in his opinion, the use of 
twilight anesthesia was the cause of death. Be- 
cause of similar results, and also because of the 
excitement produced in some patients, the author 
has abandoned the use of the Siegel plan of treat- 
ment. Wittram D. PHILLIPs. 


PUERPERIUM AND ITS COMPLICATIONS 


Bishop, H. D.: Etiology of Puerperal Infection. 
J. Am. Inst. Homeop., 1915, vii,-912. 
By Surg., Gynec. & Obst. 
Bishop discusses the etiology of puerperal in- 
fection from the standpoint of auto-infection chiefly, 
and the causes predisposing to such infection. 
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Exhaustion from protracted labors makes for 
lowered resistance to infection; hence we should not 
allow the second stage of protracted labor to con- 
tinue longer than two hours in a multipara or four 
hours in a primipara.* In the third stage he sug- 
gests the use of gentle stimulation by massage of the 
uterus between contractions until the placenta is 
within the vagina, when by gentle fundal pressure 
the mass is easily delivered. By this method there 
is a minimum blood loss and little danger of mem- 
branes being torn. He uses ergot freely to pre- 
vent the formation and retention of blood-clots 
within the uterus. Retention of vaginal discharges 
with consequent infection is avoided if the patient 
is allowed to lie on her back only a third of the time, 
and to get up to use the commode after the first 
twenty-four hours. C. D. Hormes. 


MISCELLANEOUS 


Gruss, J.: Abderhalden’s Serum Reaction (Die 
Abderhaldensche Serumreaktion). Casop. lék. 
€esk., 1914, liii, 560. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author describes in detail the processes of 
examination with their theoretical foundations and 
emphasizes the unreliability of the dialyzing 
thimble. He used the dialyzing method in twenty- 
one puerperal women with positive results in each 
case. Positive results were also observed in some in- 
flammatory processes and tumors. In eclampsia no 
noteworthy differences in the reaction were observed. 

It is not possible to make a certain diagnosis by the 

reaction without clinical and manual examination, 

especially in doubtful cases, and Abderhalden has 
never claimed that it was possible. Pruska. 


Vogt, E.: Indications and Contra-Indications for 
Hypophysis Preparations in Obstetrics (Indika- 
tionen und Kontraindikationen fiir die Anwendung 
der Hypophysenpriparate in der Geburtshilfe). 
Zischr. f. Geburtsh. u. Gyndk., 1915, \xxvi, 746. 

By Surg., Gynec. & Obst. 


Vogt has used extracts of hypophysis systemati- 
cally since September, 1911, and during that time 
has had over 7,600 deliveries. He finds extract of 
hypophysis indicated at the end of the first and 
throughout the second stage of labor, especially in 
secondary atony. It is also indicated in primary 
atony, as in infantilism, old primipara, hydramnios, 
constitutional diseases, and premature rupture of 
membranes, though in these cases the effect may 
not be so marked. He has found it of value also in 
contracted pelvis of the first and second degrees. 

The necessity for forceps operations has been 
greatly decreased since the introduction of pituitrin. 
In febrile labor cases operation is dangerous on 
account of infection and may often be avoided by the 
use of pituitrin. Indications for cesarean section 
and for hebosteotomy and for subcutaneous sym- 
physeotomy have been modified by pituitrin. They 
are only indicated when spontaneous delivery does 


not take place after repeated injections of extract of 
hypophysis. Even in metreurysis the contractions 
are increased by pituitrin, so that the metreurynter 
is discharged sooner and the danger of infection 
thereby decreased. After hebosteotomy and sym- 
physeotomy, spontaneous delivery is hastened by 
the administration of pituitrin. Vogt has used 
pituitrin to hasten delivery of the second of twins, 
but Carl Heil reports a case in which pituitrin 
seemed to contract the cervix under such circum- 
stances rather than to dilate it. Fries and Robert 
Stern have used pituitrin to induce labor at the end 
of pregnancy. Frequent and large doses are neces- 
sary for this. Cases have been reported in the 
literature where it was given to induce labor in 
cases that had gone beyond term in order to avoid 
excessive growth of the child. Artificial premature 
delivery, however, cannot be induced by the use of 
pituitrin. There have not been many reports of the 
use of pituitrin in placenta previa. Good results 
have been reported by Hofbauer, Trapel, Hauch, 
and Leopold Meyer. 

Vogt thinks it should be used very cautiously after 
metreurysis and Braxton-Hicks’ version, because 
there is danger of too violent contractions and frac- 
ture of the cervix. It is used prophylactically in 
cesarean section to control hemorrhage from the 
uterine wound. Its use is indicated in the third 
stage of labor, under the following conditions: 

Prophylactically, where there is any danger of 
post-partum hemorrhage, and in all artificial de- 
liveries in which there is danger of hemorrhage. 
Liepmann also recommends it when the second of 
twins is delivered and immediately after delivery 
in hydramnios and placenta previa. It should be 
used therapeutically in cases of post-partum hem- 
orrhage. Atony of the uterus is best overcome by 
intramuscular injection of pituitrin, or in very 
severe cases, intravenous injection. 

Pituitrin is contra-indicated in the third stage only 
in nephritis or arteriosclerosis with high blood- 
pressure. 

Pituitrin is contra-indicated in general in kidney 
disease and eclampsia. It is not contra-indicated 
in pure heart weakness, but if there is any suspicion 
of coronary sclerosis its use should be avoided, as 
it acts on the walls of the artery. It is strictly 
contra-indicated if there are any signs of threatened 
rupture of the uterus. Several authors say that 
threatened rupture of the uterus is the only contra- 
indication to its use. Vogt himself thinks the danger 
in its use is slight if it is correctly employed. There 
is no cumulative effect and it can be repeated at 
intervals of one to two hours throughout delivery. 
Cases of collapse have been observed, but only when 
it was given intravenously and too rapidly. In a 
few cases stricture of the internal os and tetany of 
the uterus have occurred. Some authors have re- 
ported atony after delivery when pituitrin was used 
in the second stage. 

There may be some danger for the child if pituitrin 
is used when not indicated or in too large quantities. 
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The foetal heart-sounds are always slowed. Pitui- 
trin should be used only if the child’s heart is per- 
fectly normal. He has observed cases where chil- 
dren were delivered dead or in conditions of severe 
asphyxiation, but in no case could this be attributed 
to the use of pituitrin. There had always been some 
primary injury of the child by too long delivery, 
fever, or some umbilical cord complication. 
A. Goss. 


Newell, F. S.: The Blood-Pressure During Preg- 
nancy, Based on Observations on 450 Cases 
from the Records of the Committee in Charge 
of the Prenatal Work Carried on by the Wo- 
men’s Municipal League of Boston. J. Am. 
M. Ass., 1915, lxiv, 393. By Surg., Gynec. & Obst. 


The study of the records of 450 cases shows 
definitely that a considerable number of patients 
have a temporary rise in blood-pressure during 
pregnancy without the development of other symp- 
toms, as is found in patients under other conditions. 
The significance of this rise in blood-pressure can 
only be ascertained by a frequent study of the blood- 
pressure in a large number of cases. In other 
cases the rise in blood-pressure was followed by the 
appearance of albumin, a combination of which has 
been shown to be a definite indication of the develop- 
ment of toxemia. In only one case, however, did 
convulsions develop, the other cases yielding to 
treatment. Thirty-nine cases showed slight traces 
of albumin in the urine, but no changes in the blood- 
pressure. As the urine was not obtained by a cathe- 
ter, the source of the albumin is unknown, but in the 
majority of the cases it was probably due to con- 
tamination of the urine by leucorrhceal discharge. 

To judge from these cases, the presence of a slight 
amount of albumin, if not accompanied by a rise 
in blood-pressure, is negligible. Eleven patients 
showed albumin with a high blood-pressure, all of 
these being, presumably, more or less toxemic. 
Five patients showed a blood-pressure of 140 or 
over throughout the period during which they were 
under observation. Only one of these patients 
developed albumin at any time during pregnancy 
and all passed through labor normally, which would 
tend to prove that persistent high blood-pressure 
in the absence of other signs is not necessarily a 
dangerous symptom, although it should always 
arouse suspicion and call for increased watchfulness; 
whereas, as was shown in other cases in this series, 
a rise in blood-pressure from a low point is not in- 
frequently followed by the appearance of albumin 
and the development of symptoms of toxemia, and 
is more significant than a high pressure throughout. 

Epwarp L. CornELL. 


Chotzen, T.: Diagnostic Value of the Antitrypsin 
Content of the Blood Serum (Uber die diag- 
nostische Bedeutung des antitryptischen Titers des 
Blutserums). Ziéschr. f. Geburtsh. u. Gyndk., 1915, 
Ixxvi, 859. By Surg., Gynec. & Obst. 


It has been demonstrated that the antitrypsin 
content of the blood serum is increased in certain 


conditions, as pregnancy, carcinoma, nephritis, 
Basedow’s disease, etc. Chotzen reviews the litera- 
ture on the subject and gives a series of tables 
showing her results in various conditions, as early 
and late pregnancy, the puerperium, carcinoma, and 
various pathological conditions of the genital organs. 
She concludes from her results that if there is no 
increase of the antitrypsin content in cases of 
questionable pregnancy or suspected carcinoma it 
decides the diagnosis negatively. A positive anti- 
trypsin reaction must be interpreted cautiously 
in connection with other symptoms and especial- 
ly with the Abderhalden reaction to confirm the 
diagnosis. 

There are many opinions as to the true nature 
and cause of the antitryptic action of the serum. 
Many authors believe it is due to a true antifer- 
ment content in the serum. This antiferment is 
utilized by the body as a protection against the 
tryptic ferments circulating in the blood. Other 
authors think that the antitryptic action is not due 
to a true antiferment but is only caused by increased 
catabolism of albumin. Blood serum, even under 
normal conditions, is to a certain extent a solution 
of the products of disintegration of albumin, and 
therefore has a certain inhibitory effect on the action 
of a tryptic ferment on albumin; but any condition 
which increases albumin catabolism in the body, as 
pregnancy, carcinoma, Basedow’s disease, or nephri- 
tis, must increase the concentration of disintegrated 
albumin in the blood serum, and this is manifested 
by an increased inhibition on the action of trypsin. 

Schwarz believes that the active antitryptic 
principle in the serum is a lipoid substance, because 
the serum loses its inhibitory action ferment by 
ether extraction. The increased antitryptic con- 
tént of the serum is caused by an increased content 
in organic lipoids. Becker suggests that antitryp- 
sin is not a definite substance, but that the action 
is due to all the chemical changes which take place 
in the composition of the blood, just as an inhibitory 
action on tryptic ferments may be produced by 
various chemical agents in vitro. 

There is no uniformity of opinion as to the nature 
of this interesting phenomenon, but these theoretical 
considerations are of no practical significance. The 
reaction can, with certain limitations, be used as 
an aid in diagnosis. A. Goss. 


Moran, J. F.: The Endowment of Motherhood. 
J. Am. M. Ass., 1915, lxiv, 122. 
By Surg., Gynec. & Obst. 


That thousands of women die every year from 
puerperal infection and accidents of childbirth, that 
many thousands more pass into the care of gynecol- 
ogists, and that one-third of the blindness in the 
world is the result of ophthalmia neonatorum are 
true and convincing proofs that obstetrics is woe- 
fully lacking in the careful study and attention it 
so rightly deserves. 

Many of the schools are inadequately equipped 
for the teaching of obstetrics properly, only one 
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having an ideal clinic; many of the professors are 
poorly prepared for their duties and have little 
conception of the obligations of professorship; many 
of the teachers admit that their students are not 
prepared to practice obstetrics on graduation; 
one-half of the answers state that ordinary prac- 
titioners lose proportionately as many women from 
puerperal infection as do midwives and that re- 
form is urgently needed and can be more readily 
accomplished by radical improvement in medical 
education than by the almost impossible task of 
improving midwives. 

It is the author’s firm conviction that the next 
move in the line of progressivism should be the 
revision of the curriculum. In recent years surgery 
has been featured more and more at the expense 
of the other branches, particularly obstetrics. 
Much of the time spent in the amphitheater could 
be more profitably devoted to the general and ob- 
stetric wards. 

A potent factor in much of the inferior and 
meddlesome midwifery practice owes its inception 
to the faulty and inadequate training of the student 
under the direction of an inexperienced interne, or 
his initiation into the outdoor confinement cases with- 
out proper supervision and facilities. No surgeon 
would elect to perform an operation except under 
the most favorable environment, and no obste- 
trician should permit his students to be trained in a 
haphazard and indifferent manner. 

The college curriculum should be revised so as 
to fit men to do the greatest good to the race. 
Obstetrics and general medicine should be inten- 
sively taught in the graduate course, and the prac- 
tice of surgery and gynecology, which are largely 
elective, should be restricted to post-graduate 
teaching. 

Obstetrics is the most arduous, least appreciated, 
least supported, and least compensated of all the 
branches of medicine. Its dignity and importance 
will never be recognized as long as the incompetent 
female and male midwives with their bargain- 
counter inducements are placed on an equality 
with the trained practitioner. That statistics 
may show that the results of the general profession 
are little if any better than those of the midwives’ 
is beside the question and proves that the standard 
of teaching obstetrics is low, very low, and needs to 
be radically improved. Epwarp L. CorNELt. 


Dorland, W. A. N.: Some Rare Feetal Teratisms, 
with Illustrative Cases: Sympodia, Craniop- 
agus, and Acephalus. Surg., Gynec. & Obst., 
TOTS, XX, 342: By Surg., Gynec. & Obst. 

Dorland reports 3 exceedingly rare monsters. 

The first was a case of uromelia or sympus monopus, 

one of twins, its fellow surviving. Since 1900, 20 

sympodial monsters, including this specimen, have 

been recorded in the world’s literature. Of these, 

II were true sirens (Sympus apus), 7 were examples 

of sympus dipus, and only 2 were uromelic monsters. 

The author’s second case was an example of 


craniopagus parietalis, the faces looking in opposite 
directions — a twisting of 180°. Since the time of 
St. Hilaire a few cases of craniopagus occurring in 
animals have been noted — especially in chickens. 
Of the 25 cases of craniopagus reported in the 
world’s literature, 8 have survived; 5 for varying 
lengths of time, and one is surviving up to date. 

The author’s third specimen was a typical sample 
of acephalus thorus, also occurring in a twin labor, 
the autosite being stillborn. These monsters are 
wrongly termed acardiaci, since a large number of 
them have presented hearts in varying degrees of 
development. Dorland suggests that they should 
be grouped under the name of cryptocephalus, since 
the skiagram shows, in his specimen, not only ribs, 
but cervical vertebre and a very distinct cranium, 
the whole being surrounded by a large mass of 
fibrous connective tissue. This is probably a unique 
case in obstetrical literature. 


Grinnan, St. G. T.: The Caring for Premature 
Infants. Virg. M. Semi-Month., 1915, xix, 528. 
By Surg., Gynec. & Obst. 


Comparatively few pediatricians now use the in- 
cubator. A fresher and better air than has been 
practical to obtain with the incubator is necessary. 
A padded crib or box with hot-water bags on both 
sides or even under the infant supply the necessary 
heat. He states that the electrotherm is very satis- 
factory for supplying the heat. The temperature in 
the box should be 85 to go° F. and in the room 72 to 
77° F. The infant should be well protected with 
cotton, and four or five hours after birth the first 
bath may be given. Warm olive oil may be used, 
followed by water at a temperature of 100° F. 
Later, sponge baths are better than tub baths, very 
fatty soap being preferred. When breast milk can- 
not be obtained, whey is very useful; or evaporated 
milk may be used, the infant being fed with a 
dropper or a Breck feeder. W. D. Patties. 


Barbier, H., and Cléret, M.: Atrophy in Nurslings 
and Congenital Lesions of the Liver in the 
Newborn (L’atrophie des nourrissons et les lésions 
congénitales du foie des nouveau-nés). Arch. de 
méd. d. enf., Par., 1914, xvii, 401. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Atrophic infants who have never had intestinal 
disease are very difficult to cure in spite of the 
most rational feeding. The deep-seated causes of 
such atrophies lie in congenital changes in various 
organs, such as the liver, pancreas, intestines, thy- 
roid, thymus, muscles, lungs, etc. 

The authors have studied these changes in the 
liver and give case histories, microscopical findings, 
and histological pictures. In some cases they found 
sclerosis of the vessels and fatty degeneration of the 
liver-cells due to a congenital syphilis or tuberculo- 
sis without demonstrable clinical symptoms. In 
other cases, in which leucocytic infiltration was 
found, septic disease seemed to be the cause of this 
and the resulting atrophy. SAMELSON. 
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KIDNEY AND URETER 


Ach, A.: The Operative Treatment of Floating 
Kidney (Uber die operative Behandlung der 
Wanderniere). Beitr. z. klin. Chir., 1914, xciii, 262. 

By Surg., Gynec. & Obst. 


The author reviews the different methods em- 
ployed in fixing a floating kidney and discusses 
their shortcomings. He presents a method which 
he devised, in which the kidney is exposed by 
means of the Simon loin incision and is delivered. 
Then an incision 7 cm. long is made on the anterior 
as well as on the posterior surface, extending only 
through the fibrous capsule. Between these two 
incisions the capsule is separated bluntly from the 
renal parenchyma, an additional incision over the 
convexity being used to aid in the separation. Then 
a strip of fascia lata 20 cm. long and 6 cm. wide is 
brought underneath the capsule from one incision 
through the other and fixed to the incision in the 
capsule. Thus the kidney retains its complete 
capsule and two bands — one anterior and one 
posterior — are available for anchoring the kidney. 
These bands of fascia are brought through the 
fascia lumbrosacralis and, after the kidney is 
replaced in its normal position, are sutured to the 
deep as well as to the superficial lumbrosacral 
fascia. 

The author has employed the method in 17 
cases, and in each case the kidney has retained its 
fixed position. L. A. JUHNKE. 


Baldwin, J. F.: Dermoids of the Kidney. Surz., 
Gynec. & Obst., 1915, Xx, 219. 
By Surg., Gynec. & Obst. 


In addition to his own case, Baldwin reports 
five others which he has found in the literature. 
The classical case of Sir James Paget he dismisses 
briefly, as that was a case of dermoid of the kidney 
in a sheep. His own case was in a young girl of 
eighteen, who had had an abdominal tumor on the 
right side since she was a year or two old. It had 
been growing, keeping pace with her growth, but of 
late more rapidly. It was very movable, and was 
supposed to be connected with the ovary until she 
was under an anesthetic, when it was decided that 
it was connected with the kidney. It was removed 
by a transperitoneal nephrectomy, and was found 
to involve the lower half of the kidney. It presented 
a number of cysts, the walls of which were made up 
of bony plates, the contents consisting of different 
colored fluids filled with cholesterin crystals. The 
patient promptly recovered. Of the five other 
cases reported all were subjected to operation, but 
only two survived. 
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Hoover, F. B.: Gonorrhoceal Renal Infections. 
Interst. M. J., 1915, xxii, 163. 
By Surg., Gynec. & Obst. 


The author reports two cases of gonococcic infec- 
tion of the kidneys in which the infection of the 
urethra and prostate persisted for long periods of 
five and six years’ duration with a gleety discharge 
in the morning. 

The patients had no severe symptoms referable to 
the kidney, the only symptom being a pain over the 
kidney region. 

The kidneys were catheterized and the specimen 
upon examination showed gonococci in one case and 
colon bacilli and gonococci in another. 

There was no finding of nephritis, and the infec- 
tion was limited to the pelvis. He shows the tend- 
ency of the colon bacilli to present itself in the 
course of chronic gonorrhceal cases. 

The rapid results obtained in these two cases from 
injection of 5 per cent argyrol in amounts only suffi- 
cient to fill the pelvis are also shown. The urethral 
infections clear up after the treatment and cure of 
the kidneys. The cases were cured in about a 
month. J. Rappa. 


Harttung, H.: The Influence of Urinary Obstruc- 
tion upon the Occurrence of Pyogenic Kidney 
Infection (Der Einfluss der Harnstauung auf die 
Enstehung der pyogenen Niereninfektion). Beitr. 
z. klin. Chir., 1914, xciii, 710. 

By Surg., Gynec. & Obst. 

In an extensive series of experiments the author 
endeavored to determine the influence urinary 
obstruction exerts on the occurrence of pyogenic 
infection of the kidney. He experimented with 
the ordinary bacteria, staphylococci and strepto- 
cocci, coli and typhoid bacilli, and tubercle bacilli, 
all experiments being conducted upon guinea pigs. 

He comes to the conclusion that the retention 

induced by the ligation of the ureters exerts a power- 

ful influence upon the occurrence of pyogenic infec- 
tion of the kidney irrespective of whether the infec- 
tious material is introduced by the ascending or 
by the hematogenous route. The last series of 
experiments in which the ureter alone was ligated 
and no infectious material introduced have shown 
that the aseptic hydronephrosis induced present 
pathological changes, such as ephithelial injury and 
interstitial proliferation induced entirely by the 
urinary obstruction and not by the bacterial action, 
as all the cultures made from these cases remained 
sterile. By these processes the tissues have lost 
some of their power of resistance and are unable to 
resist invasion by bacteria. Even though the infec- 
tious agents introduced cannot in some cases be 
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demonstrated, nevertheless the severe change re- 
sulting from the later infection must have been 
induced by them or their toxins. It is immaterial 
for the proper estimation of the influence exerted by 
obstruction whether the bacteria are introduced by 
the ascending or by the hematogenous route. That 
obstruction produces conditions favorable for the 
bacterial development, experiments have proven 
conclusively, if we compare the results obtained in 
the obstructed with those of the unobstructed 
kidney. 

Two important questions arise: Which of the 
two possible routes of infection is the more frequent 
in the production of the kidney infection? This 
will be decided later. From the series of experiments 
the author is unable to state. The other question 
is: Is it possible to determine from the changed 
kidney whether the case is one of hematogenous or 
ascending infection? From the author’s experi- 
ments he thinks he may state that it is. He de- 
termined that in the hematogenous form of infec- 
tion the cortex was primarily involved and most 
severely involved, whereas in the ascending type of 
infection the pelvis of the kidney showed the graver 
changes. On the other hand, it must be stated 
that in some cases the changes were not of a decisive 
nature. In these cases the microscopic examination 
renders valuable information. The question will be 
taken up later and discussed more fully from a 
clinical point of view. L. A. JUHNKE. 


Fowler, O. S.: A Plausible Etiology of Some Forms 
of Renal Hemorrhage, Usually Called Either 
“Essential Hzmaturia’’ or ‘‘Renal Varix.’’ 
Denver M. Times, 1915, xxxiv, 208. 

By Surg., Gynec. & Obst. 

Fowler discourages the use of such terms as 
“essential hematuria” and synonymous terms on 
the ground that they are used to cover our ignorance. 

Renal varix describes a definite lesion, but the 
author thinks it unwisely chosen, believing that the 
condition is not a varicosity but an inflammation 
with ulceration, the infection being difficult to 
demonstrate because of the presence of large num- 
bers of blood-cells. 

So-called ‘essential hematuria” may be from one 
or both kidneys. Localized nephritis has been 
demonstrated in some cases (Albarran). 

The author found ureteral obstruction and infec- 
tion in some of his cases. Floating kidney and 
pregnancy may give rise to this condition, and in 
these it is probably caused by obstruction and 
infection. 

The suggestion that essential hematuria is due 
to passive congestion he doubts on the ground that 
hemorrhage is never produced in other organs from 
this cause, also that hemorrhage is not produced 
by the passive congestion following ligation of a 
large aberrant renal vein. 

The condition described as renal varices, the 
author believes to be only that due to inflamma- 
tion and ulceration. 


As to treatment, rest in bed, urinary anti- 
septics, increased fluids, and proper diet as indi- 
cated in other forms of pyelitis are of temporary 
value. 

The results of renal lavage and the instillation 
of epinephrin do not justify general adoption. 

Nephrectomy is justifiable only where hamor- 
rhage is uncontrollable by any other means and 
when proven to be coming from only one kidney. 

Nephrotomy and pyelotomy give temporary 
relief by the effect of drainage on the infection. 

Serum may also be of temporary value. Vaccines 
have seemed to be of more value after the kidney is 
replaced in proper position. 

The author believes that infection is the causative 
factor in these cases, and advocates drainage, which 
he thinks is best accomplished by nephropexy, the 
kidney being anchored in an oblique position, by 
means of strips of fascia lata, to give free drainage. 
He has used this method on forty kidneys with satis- 
factory results. His conclusions are: 

1. “Essential hematuria’ and synonymous 
meaningless terms should be eliminated from our 
medical vocabulary. 

2. We believe infection of the pelvis or paren- 
chyma is at the bottom of all these obscure renal 
hemorrhages. 

3. The term “renal varix” has been given to a 
condition that is accurately descriptive of localized 
inflammation with ulceration, and the old term 
ulceration should be used instead of using the new 
term “renal varix.” 

4. Hemorrhage may come from an ulcerated 
area, microscopic or macroscopic in size. 

5. Nephrectomy should never be done except 
where life is endangered by the hemorrhage. 

6. Medical treatment may give temporary relief 
in a small per cent of cases. 

We must modify our laboratory technique, 
on account of the large number of blood-cells, by 
not centrifuging the urine. This will facilitate 
the detection of casts, pus, and micro-organisms 
that would otherwise be overlooked. 

H. G. HAMER. 


‘ 


Jaschke, R. T.: Diagnosis and Treatment of Kid- 
ney Tuberculosis in Women (Zur Diagnose und 
Therapie der Nierentuberkulose bei Frauen). 
Zischr. f. gynik. Urol., 1914, v, No. 1. 

By Surg., Gynec. & Obst. 


In general the author confirms the experience of 
other men and emphasizes in particular the neces- 
sity of early diagnosis and early operation. Of the 
six cases described, two deserve closer study: one 
because it commenced ten years previously with a 
primary hemorrhage and because in spite of its long 
duration, the process remained unilateral and did 
not even involve the bladder; the other because it 
was followed three weeks after operation by a dis- 
seminating microscopically positive tuberculosis 
of the vulva, which responded to X-ray therapy. 

L. A. JUHNKE. 
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Gordon, G. S.: The Silence of Renal Tuberculosis. 
Surg., Gynec. & Obst., 1915, xx, 216. 
By Surg., Gynec. & Obst. 

There is a large percentage of cases of renal 
tuberculosis in which pain over the affected organ 
is lacking throughout the whole course of the 
disease. ‘Tension, which is a frequent cause of pain, 
is not so apt to occur in renal inflammations be- 
cause of free natural drainage through tubules, 
calyces, pelvis, and ureter, and because these con- 
duits are constantly flushed with urine. When 
these passages are suddenly blocked pain does occur 
(renal colic), but gradual obstruction may cause 
only an ache or even no discomfort at all. Even 
tenderness on pressure may be absent. 

Four cases of silent renal tuberculosis are re- 
ported. Three of these ended fatally, and of these 
only two were diagnosed during life and very late 
in their course. The fourth case was apparently 
one of simple cystitis, for which nephrectomy and 
ureterectomy were done with good result. 

The object of the paper is to lay stress on the 
fact that the presence of renal tuberculosis is often 
overlooked when pain or tenderness over the kidney 
is absent, and to urge more careful examination of 
all cases of hematuria or cystitis. Also a patient 
suffering from loss of weight and strength without 
manifest cause should always have the urine ex- 
amined for pus, which may be of renal origin and 
come from a tuberculous process there. The 
methods of diagnosis in obscure cases are discussed. 


Hess, O.: Experiences with the Phenolsulphone- 
phthalein Method of Testing the Function of 
the Kidney. Bull. Johns Hopkins Hosp., 1915, 
XXVi, 52. By Surg., Gynec. & Obst. 


The experience of Hess with the phenolsulphone- 
phthalein test of kidney function agrees in the 
main with the published reports of other observers. 
He finds that there exists for the healthy kidney 
a typical curve of excretion for the first four 15- 
minute periods. Under normal conditions, the 
quantity excreted during the first 15-minute period 
is increased during the second, rarely increases 
during the third, decreases during the fourth, and 
then steadily drops to zero. However, even normal 
kidneys may show certain variations in excretion. 

He has found in every case of kidney disease con- 
firmed by autopsy or operation an abnormal 
phenolsulphonephthalein excretion closely paralleled 
by the severity of the condition. This is most 
striking in chronic nephritis. Every case of ab- 
normally low or entirely absent excretion allows 
of a very bad prognosis. 

In acute disease of the kidney, in toxic derange- 
ment thereof, and in amyloid kidney, the results of 
the test are not so clear, being occasionally con- 
tradictory. In cardiac insufficiency the excretion 
is delayed — to become normal again as the cardiac 
condition improves. 

The excretion is abnormal where NaCl or urea 
excretion is below normal. There is also a parallel 


between the excretion of phenolsulphonephthalein 
and the diastase contents of the urine. 

In unilateral kidney disease, the test is of value 
in determining the work each kidney can do. 

He believes that we are justified in concluding 
that the phthalein test surpasses all other similar 
methods in its simplicity. A. NELKEN. 


Patton, J. A.: Surgical Kidney and Life Expecta- 
tion. Urol. & Cutan. Rev., 1915, xix, 81. 
By Surg., Gynec. & Obst. 


In a circular letter to 64 medical directors of life 
insurance companies, 52 of whom responded, the 
author put the following questions: 

“What has been the practice of your department 
with reference to applicants giving a history of 
nephropexy, nephrotomy, and nephrectomy? 

“If considered favorably, what investigation do 
you make and what length of time do you require 
following the operation? What effect upon your 
action has the following causes of the nephrotomy 
or nephrectomy: (1) abscess; (2) calculus; (3) in- 
jury; (4) tuberculosis; (5) tumor?” 

The replies for cases of nephropexy can be easily 
summarized: Four failed to answer; 5 had had no ex- 
perience; 8 would decline; 4 would treat each case 
individually; one stated that they must trust to luck. 
Simple cases, where the statements showed re- 
covery, were accepted by one, in six months; 6 
after one year; 5 after two years; 3 after three 
years; 4 after five years; 8 after sufficient (?) time to 
insure recovery; 2 would refuse them for term in- 
surance; 1 would get off the risk by age 50 to 55; 2 
did not think mortality was increased; 1 treated the 
nephrectomy as a case of appendectomy; 2 would 
issue at standard rates. 

Nephrotomy cases would be declined by 16 com- 
panies; nephrectomy cases would be refused by 34 
companies without any consideration; and all were 
united on the rejection of tubercular or malignant 
tumor or diseased cases that had had either a | 
nephrotomy or nephrectomy. The cases would be 
considered on their merits or individually by 8 
companies in nephrotomy and by 4 in nephrectomy. 

Nephrotomy cases, because of abscess, are de- 
clined outright by 5 companies; 1 considered them 
extremely hazardous; 1 stated no rule, but did not 
favor such cases. One took cured cases after one 
year; 2 after two years, but 1 on substandard forms 
only; 1 after three years; 1 after three to five years, 
depending upon the case; 3 after five years; 1 stated 
that single abscess was not a factor. The action in 
nephrectomies due to abscess is not stated with 
sufficient clearness to permit any definite classifica- 
tion. The nephrotomies for calculus would be de- 
clined by two companies. I. S. Kort. 


Herrick, F. C.: Chronic Pyelitis; Its Cause, 
Clinical Course, and Treatment. Ohio Si. M. 

J., 1915, xi, 173. By Surg., Gynec. & Obst. 
After enumerating the various causes of pyelitis, 
the author calls attention to some facts proven by 
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recent experimental work (Draper, Barber, Braasch, 
and Koll). First, a simple cutting of the ureteral 
sphincter is not necessarily followed by renal in- 
fection. (Braasch). Again, a paralysis of ureteral 
prostalsis by stripping the ureter from the surround- 
ing tissues is followed in 75 per cent of cases by 
hydronephrosis. This evidently must be ex- 
plained by assuming the ureter to be a propulsive 
organ and not a simple conducting tube. There is 
nothing in this work to show that a spasmodic 
stricture did not exist at the beginning or end of the 
ureter or that congestion attendant upon manipula- 
tion and surrounding scar formation did not produce 
an actual ureteral obstruction. And, finally, a 
cutting of the sphincter plus a ureteral paralysis, 
as above, was followed by renal infection without 
hydronephrosis. 

He emphasizes the fact that injury to the kidney 
seems as necessary for the development of the or- 
ganisms and a pyelitis as does injury to the lower 
urinary tract for their entrance into the renal 
pelvis. 

In the treatment of the chronic condition he 
recommends the following procedure: 

1. Determine the source of the infection. A 
pus-tube, troublesome prostate, fibroid uterus, 
diverticulitis, or an inflamed appendix lying on the 
ureter must be removed, a cholecystitis drained; a 
cystocele or involvement of the lower ureter in a 
pelvic scar must be corrected. 

2. Correct any mechanical obstruction along the 
urinary tract from urethral stricture to renal ptosis. 
Special attention must be paid to hydronephrosis 
of however small capacity. 

3. There remains a large group of cases due to 
an ascending infection from a more or less badly 
infected bladder which requires local treatment. 
Therapeutic injections into the renal pelvis have 
been used for about ten years but only more re- 
cently has their real value been recognized. The 
passage of a ureteral catheter and the irrigation of 
the pelvis with some solution of a silver salt, silver 
nitrate 1:500 to 1:3000; protargol 5 per cent, argyrol 
25 per cent (Pilcher), have given splendid results. 
Koll advises liquid aluminum acetatis, 2 per cent, 
since the acid radical of this drug is especially del- 
eterious to the colon bacillus. Good results have 
been obtained by continuous bladder irrigation for 
eight to ten hours at a time with a warm one per 
cent boric acid solution in sterile filtered water. 

4. Ifsuch treatment is not effective and the acute 
attacks are recurrent and the disease unilateral, 
nephrectomy is justified. W. E. Lower. 


Barbat, J. H.: Ureteral Defect Repaired with Loop 
of Intestines. Calif. St. J. Med., 1915, xiii, 70. 

By Surg., Gynec. & Obst. 

This case is interesting because it shows that 

with proper technique the intestine may be used 

to bridge any defect of the ureter between the kidney 
and the bladder. 

The patient, a woman aged 30 years, had been 


operated upon early in 1911 for chronic pelvic in- 
flammation. The operation was extremely difficult 
and the anatomy much distorted, and the surgeon 
had the misfortune to include the right ureter in 
one of the ligatures. Thirteen days later an in- 
cision near McBurney’s point gave exit to a large 
amount of bloody urine. The urine continued 
to be discharged through the wound, and two weeks 
later an operation was attempted to repair the 
severed ureter. It was found that about one and 
one-half inches of the right ureter was necrosed, 
and the ends could not be brought together; so a 
ureteral catheter was passed up through the bladder 
and into the proximal end of the ureter, and the 
tissues sewed Over it in an attempt to restore the 
continuity of the ureter. This procedure was not 
successful, and the urine continued to flow through 
the abdominal wound. 

The author saw the patient first on May 27, 1911, 
at which time her general condition was fair. She 
presented a central abdominal scar in very good 
condition, and a small fistulous opening near 
McBurney’s point leading directly back three inches, 
from which clear urine flowed; with indigo-carmin, 
colored urine appeared almost simultaneously 
from the left ureter and the fistula, showing the 
competence of the right kidney. The urine was 
free from bacteria, and the chemical composition 
identical with that of the left kidney. The question 
arose as to whether the kidney should be removed 
or conserved. In view of its perfect condition the 
author determined to attempt its conservation. 

The patient was prepared by being given 10 grains 
of hexamethylene tetramine three times a day for 
six days before the operation, and having the bowels 
thoroughly cleaned out, five grains of guaiacol car- 
bonate being administered every four hours for two 
days before the operation. The bladder and fistula 
were washed out with 1o per cent barolyptol solu- 
tion, and the bladder left full. A long right rectus 
incision was made, and the intestines were found 
matted together by numerous adhesions, which were 
rapidly cut apart with a scalpel, and the raw places 
sewed over with fine catgut. The ureter was found 
and traced down to a mass corresponding to the 
bottom of the fistula. It was ligated close to the 
mass and cut; the proximal end was lifted up and 
clamped. A loop of ileum seven inches long was 
isolated from the fecal tract, the continuity of 
which was restored by joining the cut ends with a 
Murphy button. Great care was exercised to 
preserve the blood supply of the isolated loop and 
avoid tension on its mesentery throughout the opera- 
tion. The loop was flushed out with a large amount 
of 1:1000 formalin solution, and the upper end closed 
by inversion. The lower end was sewed to a slit 
in the bladder by means of continuous through-and- 
through catgut sutures. With a von Graeffe knife, 
directed downward, a small oblique puncture was 
then made in the side of the intestinal wall, one 
inch from the closed end. The end of the ureter 
was split in half for a distance of one-third of an 
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inch, and by means of two sutures of very fine 
catgut the split ends were drawn into the lumen of 
the intestine and firmly anchored. The muscularis 
and peritoneum of the intestine were drawn over 
the ureter at the upper part of its emergence 
from the intestinal puncture. The abdominal wall 
was closed in tiers. 

Cystoscopic examination three weeks after the 
operation showed that the right ureter commu- 
nicated with the old fistula and permitted some 
urine to flow backward. ‘This fistula closed three 
months after the operation. The patient went home 
after six weeks with both fistula discharging very 
small quantities of urine, which caused her very 
little inconvenience. 

Cystoscopic examination on November 12, 1913, 
showed urine from the left ureter to be sterile, while 
urine from the bladder showed colon bacilli and 
shreds of mucus. The bladder was not tender and 
its walls did not show any signs of an inflammatory 
process. The patient has gained 25 pounds since 
the operation, and is enjoying the best of health. 
The quantity of urine secreted has been normal 
throughout the entire time, and with the exception 
of the mucous shredsand the colon bacilli is perfectly 
normal. The author therefore concludes that the 
right kidney is functionating normally and has not 
yet become infected. It is now over three years 
since the operation and there is good reason to be- 
lieve that the patient will continue in good health. 

H. A. Moore. 


BLADDER, URETHRA, AND PENIS 


Cabot, H.: Some Observations upon Diverticulum 
of the Bladder. Boston M.& S. J., 1915, clxxii, 
300. By Surg., Gynec. & Obst. 

The routine use of the cystoscope has led to the 
discovery of many cases of diverticulum of the blad- 
der that otherwise would have remained un- 
recognized due to the fact that diverticula of this 
viscus, in the early stages, produce no recognizable 
symptoms. 

Cabot believes that the term “diverticulum” 
should be confined to those pouches, always con- 
genital in origin, occurring most frequently in certain 
positions, but occasionally seen in almost any por- 
tion of the bladder and not due to defective develop- 
ment or lack of closure of any recognized structure. 
The author cannot agree with Chute that they orig- 
inate in the little pouches normally seen just above 
the ureteric orifice, and that they become important 
only when this pouch is exaggerated as the result 
of obstructive pressure. Cabot says that divertic- 
ula are so frequently found in individuals in whom 
obstruction is totally absent, in whom, in fact, the 
symptoms of obstruction are due, not to any ob- 
struction, but to the diverticulum. He is inclined 
to the view that when found in individuals with 
urinary obstruction, they are an accidental finding 
and of no etiological significance. That they are due 
to some embryonic defect is clear, but Cabot has 


as yet seen no adequate explanation of their forma- 
tion beyond the fact that they are associated with 
peculiarities of the closure of the cloaca, perhaps 
with a tendency to budding from this structure. It 
is to be hoped that some embryologist will furnish 
an explanation. 

Bladder diverticula are covered by the normal 
coats of the bladder, though the contractility of their 
muscular fibers is at times certainly defective. 
The position of election seems to be in the immediate 
neighborhood of the ureteral openings, on the blad- 
der base, on the sides, and even near the vertex. 
The effects of bladder diverticula upon the urinary 
apparatus are largely from (1) those arising from 
pressure upon the ureter, and (2) from those arising 
from the inability of the diverticulum to empty 
itself completely, and therefore its great liability 
to infection. 

The importance of diverticula in the production 
of hydronephrosis has not, so Cabot thinks, been 
sufficiently emphasized. The frequency with 
which they occur in relation to the ureter, and the 
tendency of the ureter orifices to lie in the divertic- 
ulum or to be drawn into it, at once puts the in- 
tegrity of the kidney upon that side in jeopardy. 

The author reports three cases of bladder divertic- 
ulum, one being diagnosed only at autopsy; the 
other two cases were operated upon by Cabot. 

In the first operated case, a diverticulum of 
considerable size lay just above the left ureter, 
which followed its lower margin and opened just at 
its orifice. The distention of the diverticulum 
produced a valvelike obstruction of the ureter, which 
was much dilated and thickened. The diverticulum 
was excised, followed by recovery. The second case 
showed, at cystoscopy, a diverticulum on the right 
lateral wall of the bladder. Suprapubic extraperi- 
toneal cystotomy was done, the diverticulum excised 
extra-peritoneally, and the bladder closed with inter- 
rupted sutures, a tube drain being left in the blad- 
der. Recovery followed. H. W. E. WALTHER. 


Ballenger, E. G., and Elder, O. F.: Soft Tumor of 
the Urinary Bladder. J. Am. M. Ass., 1915, lxiv, 
580. By Surg., Gynec. & Obst. 


After having diagnosed by cystoscopic examina- 
tion a bladder papillomata, Ballenger and Elder, 
in order to judge the thickness of the bladder wall 
at the tumor base, radiographed the tumor during 
air-distention of the bladder. The shadow in- 
dicated a possible malignancy, and excision in- 
stead of fulguration was done. The pathologist’s 
report was negative to carcinoma. Fulguration 
should be used in case of a recurrence. 

C. E. BARNETT. 


Hyman, A.: Experiences with the High-Frequency 
Current in Vesical Tumors. Urol. & Cutan. 
Rev., 1915, xix, 61. By Surg., Gynec. & Obst. 

The author reports his personal experiences in 

15 cases. In his opinion, a correct differential diag- 

nosis can be made between benign and malignant 
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growths of the bladder. He finds that recurrences 
are less frequent following high-frequency treat- 
ment than after operation, but that it is important 
to have all patients report for reéxamination at 
intervals of three to six months. The following 
class of cases are not adapted to this form of treat- 
ment: 

1. Cases complicated by severe cystitis with a 
small bladder capacity. 

2. Tumors at the neck of the bladder which bleed 
profusely at each instrumentation. 

3- Tumors that show no tendency toward dis- 
integration after several treatments, and operable 
carcinoma of the bladder. H. L. SANFoRD. 


Buerger, L.: Certain Problems in Urethrovesical 
Diagnosis and Treatment; Description of a 
New Instrument. Am. J. Surg., 1915, xxix, 54. 

By Surg., Gynec. & Obst. 


The author calls attention to some of the difficul- 
ties that have confronted the cystoscopist, both in 
methods of observation, cystoscopy, and _ intra- 
vesical operative work. A decided impetus has 
been given to cystoscopic diagnosis by the develop- 
ment of certain types of cystoscopic instruments. 
The difficulties in observation cystoscopy and ure- 
teral catheterization have been overcome by the 
construction of an instrument in which the mechani- 
cal assemblage of parts makes ureteral catheteriza- 
tion an extremely easy procedure. The develop- 
ment of a new lens system also gave so much more 
light in the interior of the bladder that the problem 
of adequate illumination, too, has been completely 
solved. With the invention of a cysto-urethroscope 
the posterior urethra was revealed to us in an entire- 
ly new light. Perhaps the only region of the urethro- 
vesical tract that was still difficult of access for in- 
travesical operative treatment was the region of the 
sphincter. By making certain changes in the cysto- 
urethroscope, Buerger was able to construct an in- 
strument by means of which papillomata at the 
neck of the bladder could be easily fulgurated and 
lesions in the posterior urethra and doubtful tumors 
could be attacked with a punch forceps in a manner 
similar to that employed in the operating cysto- 
scope. In a number of cases he was able to com- 
pletely cure papillomata at the neck of the bladder 
which were wholly inaccessible to the operating 
cystoscope. 


Russell, R. H.: Treatment of Urethral Stricture 
by Excision. Brit. J. Surg., 1915, ii, 375. 
By Surg., Gynec. & Obst. 

The author describes the technique which he 
employs in cases of urethral stricture requiring 
operative treatment. He would use this operation 
where any cutting operation is indicated. 

He believes that external urethrotomy, which 
gives immediate relief in conditions of great urgency, 
has proved in a large number of cases to be elusive 
and disastrous in the long run, eventuating in the 
most intractable kind of cicatricial stricture. 


In his conclusions he makes the statement that 
in all cases of stricture that are not easily managed 
by dilatation, excision of the stricture is advised. 
In his opinion the operation which he has described 
should entirely supersede both external and internal 
urethrotomy. 

The article is very well illustrated, the illustra- 
tions showing the various steps in the technique. 
The formal operation is carried out in the extreme 
lithotomy position, with the pelvis well raised, and 
is done in the following three stages: 

1. The first stage consists in exposure and open- 
ing of the membranous urethra and slitting it up 
forward toward the stricture; incision as for perineal 
prostatectomy — an inverted V having the apex at 
the central point of the perineum. The ischio- 
rectal fossa is opened up on either side, and a bifid 
retractor used to draw the external sphincter back- 
ward, while that muscle is detached at the central 
tendon connecting it with the bulbocavernosus 
muscle; the bulb and the transverse perinei muscles 
are drawn forward, and the membranous urethra 
and apex of the prostate exposed exactly as in the 
operation of perineal prostatectomy. The mem- 
branous urethra is next opened longitudinally, a 
silk-thread retractor introduced into either side of 
the opening, and the urethra then slit up forward 
until the back of the stricture is encountered. 

2. This stage consists in the exposure and open- 
ing of the urethra in front of the stricture and slitting 
it up backward toward the stricture; median in- 
cision, meeting the apex of the former incision. A 
director or Wheelhouse staff is passed, and the 
urethra opened upon it in front of the stricture. 
Silk-thread retractors are introduced into the mar- 
gins of this opening also, and the urethra is slit up 
backward to the stricture, so that the length of the 
urethra, including the strictured portion and an 
inch or two behind and in front of it, will be plainly 
exposed. 

3. The third and last stage consists in excision 
of the stricture and suturing the urethra. The 
strictured portion of the urethra together with the 
fibrous extra-urethral masses is then excised com- 
pletely; the cut ends are then loosened and freed 
by undercutting and brought together accurately by 
five interrupted sutures of catgut. 

Leaving the urethra without any further sutures, 
a rubber catheter is fastened in the bladder, and the 
two lateral incisions in the perineum are sutured 
with deep silkworm-gut sutures, two on either side. 
No sutures are placed in the perineal wound in front 
of the catheter. The catheter must be left for at 
least a week; it may then be removed and the 
perineal wound allowed to heal. 

The foregoing sets forth briefly the steps of the 
operation; there are, however, one or two matters 
which should be alluded to in greater detail. 

When the stricture is fully exposed in the opera- 
tion, the following points must be specially noticed: 
(1) The peri-urethral masses of fibrous tissue which 
caused the obstruction; (2) the dilatation of the 
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urethra behind the obstruction; (3) owing to the 
pressure of the urine forward against the stricture 
it will frequently be observed that the urethra, in 
addition to being dilated behind the stricture, will 
have become somewhat pushed to one side, so that 
a condition approaching to an S-curve appears in 
the channel at the point of obstruction, and the 
directions of the urethral channels behind and in 
front of the stricture no longer correspond, but are 
out of alignment; in fact, the posterior urethra tends 
to be pushed forward and to one side of the stricture, 
greatly aggravating the difficulty of micturition, 
and rendering the introduction of an instrument 
almost impossible. 

Again, the surgeon must decide as to his exact 
procedure after the stricture is exposed to view; the 
urethra will appear as a “strip,” interrupted and 
damaged at the seat of stricture, and the exact 
amount necessary to remove must be determined 
at once. If the mucous membrane seems but little 
damaged, only the peri-urethral masses need be cut 
away. Asa rule, however, it is necessary to excise 
a portion of ragged and injured mucous membrane. 
It will be found that the completeness of the expo- 
sure renders it easy to conserve the mucous mem- 
brane to the utmost; nevertheless, he has on more 
than one occasion removed upwards of an inch of 
the urethra. 

The position of the catheter insures that the 
urethral wound which has been sutured shall be 
protected from contact with urine during healing; 
when the catheter is taken out it will be found that 
the wound will close very rapidly, and healing will 
be complete in a few days. In brief, the restoration 
of the urethral tube is left entirely to natural pro- 
cesses, as stated at the outset. When healing has 
taken place it is always found that the patient 
passes water naturally in a full stream. 

Several weeks are allowed to elapse after the 
operation before an instrument is passed to ascer- 
tain the exact condition of the urethra at the point 
of suture. As a rule this spot can be felt, and but 
little more, with a good-sized bougie; in any case 
it is at once dilated gently up to the full size. 

The further management of the case is very easy, 
and resolves itself into the occasional passage of a 
full-sized instrument as a precautionary measure, 
the intervals being quite long — altogether a very 
different kind of procedure from that required in 
an ordinary case of stricture treated by dilatation. 

HERMAN L. KRETSCHMER. 


GENITAL ORGANS 


Wolfer, J. A.: The Treatment of Undescended 
Testis; Some Suggestions and Modifications in 
the Surgical Technique. Surg., Gynec. & Obst., 
IQI5, Xx, 228. By Surg., Gynec. & Obst. 

It is the impression of the author that surgeons 
sacrifice essential structures in their endeavor to 
replace a testicle. The operation he advocates is 
very similar to the Davison operation. The inguinal 


canal is opened as in the Bassini operation for the 
cure of inguinal hernia. ‘The testis is found and the 
cord liberated. The scrotal wall is well stretched 
and a gauze pack is inserted which is left in position 
for the time being. The deep epigastric vessels are 
dissected out and the testicle slipped behind them, 
thus advancing the internal ring toward the median 
line. The spermatic vessels are separated from the 
peritoneum and pushed behind the bulge of the 
peritoneal sac, and when in this manner sufficient 
length has been given the cord, the pack is removed 
from the scrotum and the testicle placed therein. 
The scrotal outlet is closed by a suture placed from 
Poupart’s ligament to the structures over the pubic 
spine. The testicle is not fastened in the scrotum 
but remains there because of a sufficient length of 
cord and a roomy scrotal fossa. 

This operation has been successfully performed in 
three instances. Drawings and photographs are 
used to illustrate the technique. 


Gallant, A. E.: Sterilization of the Unfit by Vasec- 
tomy. Med. Times, 1915, xliii, 38. 
By Surg., Gynec. & Obst. 


The author quotes the following “rational guide 
to the eugenic movement” from Professor M. 
Gruber: ‘‘People afflicted with serious maladies 
and malformations; degenerates, such as idiots, im- 
beciles, lunatics, epileptics, drunkards, habitual 
criminals; and chronic sufferers, such as_ tuber- 
cular persons and syphilitics in the secondary 
stages, should be absolutely excluded from pro- 
creation. Only such persons should beget children 
as are perfectly strong, healthy, and well nourished.” 

We have, today, so far endorsed this law as to 
provide suitable hospitals, asylums, and educational 
institutions for the care of the physically and men- 
tally below par, but it will be many decades, ap- 
parently, before we accept the Spartan idea that 
children do not belong to the individual parents but 
to the state. 

If the state has a right and deems it wise for the 
welfare of the community as a whole to extend 
existing laws defining who shall and who shall not 
marry among our free, self-supporting citizens, 
proscribing those infected, primarily or hereditarily, 
with communicable diseases, there can be but little 
doubt as to its right of going a step further by 
enforcing laws whereby incorrigible and diseased 
criminals, mental defectives, etc., may be rendered 
powerless to multiply their kind, and limit the 
burden of their care to the smallest possible number. 

Students of sociology have called attention to the 
fact that the birth-rate of the criminal and defective 
classes is increasing much faster than that of intel- 
ligent and law-abiding citizens, probably because 
these defectives have no sense of responsibility and 
seek only the gratification of their animal natures. 
Some states have forbidden the marriage of persons 
who are epileptic, feeble-minded, or afflicted with 
insanity; but unfortunately the race can be propa- 
gated without marriage. 
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Castration unsexes the individual, and while 
possibly advisable, according to Chandler, as an 
additional punishment for a limited number of 
criminals, it is objectionable as a general measure. 
The above-mentioned author, however, recom- 
mends vasectomy as a simple, safe, and thoroughly 
efficient measure. 

The operation described in this article is that of 
Sharp of Indianapolis, and is briefly as follows: 
The scrotum is cleansed with soap, water, and 
alcohol; the spermatic cord grasped between the 
thumb and index-finger of the left hand, the vas is 
detected, and cut down upon, drawn through the 
wound with a tenaculum hook, stripped of vessels 
and membranes, ligated above and severed, cutting 
away any portion of the vas that may have become 
damaged. This is done in order that the end next 
the testicle may not become closed. It is very 
important that it remain open, in order that the 
secretion of the testicle may be emptied around the 
vessels of the pampiniform plexus, and there ab- 
sorbed, for it is through this source that the economy 
receives the tonic effect of the secretion. Also, 
where the end is closed there is likely to be cystic 
degeneration. 

Sharp has performed 456 of these operations and 
has noted no unfavorable symptoms. There is no 
atrophy of the testicles, no cystic degeneration, no 
disturbed mental or nervous condition, and the 
operation is invariably endorsed by those who 
have been subjected to it. 

Belfield maintains that vasectomy sterilizes with- 
out the slightest impairment of sexual power or 
pleasure. 

The operation on the female is more difficult, 
but, if skillfully done, no more hazardous. The 
oviduct is reached through a median incision, the 
tube ligated near the uterus and severed beyond 
the ligature. H. W. PLAGGEMEYER. 


Corner, E. M.: A Case of Calculus in the Vesiculz 
Seminales in a Man with Enlarged Prostate. 
Med. Press & Circ., 1915, xcix, 134. 

By Surg., Gynec. & Obst. 


Corner reports the case of a man, aged 70, who 
had for years suffered with symptoms of prostatic 
obstruction of such a nature as to demand prosta- 
tectomy. Hzmatospermia had also been present 
for ten years. Suprapubic cystotomy was done, the 
bladder then being explored by the finger. The 
prostate was found enlarged with multiple adeno- 
mata. No stone was found in the bladder and the 
urethra was also free of calculus or other obstruc- 
tion. In the enucleation of the prostate the finger 
of the operator tore across the ejaculatory ducts 
and from them expressed a calculus. The vesicule 
were then examined and the right one found full of 
gritty material. 

The examination of the stone showed it to be 
composed largely of phosphate of lime deposited on 
a nucleus of mucus. Its color was white. It was 
situated in the ejaculatory duct just below the 


junction of the vas deferens with the duct of the right 
seminal vesicle. This case suggests that a stone in 
the vesicule may not infrequently have been the 
explanation of those instances where, prior to 
enucleating the prostate, no stone has been found 
in the bladder, but when the posterior part of the 
prostate has been enucleated a stone is suddenly 
felt. According to Corner, such stones are only 
likely to come from the prostatic urethra, the 
prostate, or the vesicule seminales. He distin- 
guishes them in the following way: 

Prostatic calculi are small, frequently faceted, 
polished, multiple, brown and black in color. 

Calculi from the vesicule seminales are larger, 
single, soft, and white at first, then fawn-colored, 
and later a brown black. They consist of lime salts 
deposited on a relatively large loose nucleus, as 
seen in a skiagraph. 

Vesical or urethral calculi are commonly larger 
still, and instead of consisting of lime salts, contain 
some urinary salts; e.g., ammonium urate. 

Upon the general character of these calculi 
there is no need to dilate. 

An interesting point clinically is the occurrence 
of blood in the semen in this case, associated with 
the presence of grit in the vesicula seminalis and a 
calculus in the duct. In the great majority of cases 
of hematospermia no cause for the condition is to 
be found. Tuberculosis of the vesicule is com- 
monly taught to be a frequent cause of hemato- 
spermia, but in Corner’s experience, in secondary to 
tuberculous testicle, this is not so, and where the 
symptom does exist it is unusual to find any cause 
for its existence. There might be a nevoid con- 
dition. Therefore the presence of hematospermia 
unassociated with hematuria in a man suffering 
from an enlarged prostate, suggests the presence 
of a calculus in the vesicula and the need of opera- 
tion. H. W. E. WALTHER. 


Lowsley, O. S.: The Gross Anatomy of the Human 
Prostate Gland and Contiguous Structures. 
Surg., Gynec. & Obst., 1915, xx, 183. 

By Surg., Gynec. & Obst. 

The median groove of the prostate is found only 
in the posterior two-thirds of that structure. The 
width of the gland is always greater and the height 
always less than the length. There is a gradual 
increase in the size of the prostate from birth to the 
fifth year. The size increases rapidly at puberty, 
and during the third decade the gland reaches its 
maximum size. There is a slight decrease in size in 
old.age. 

Abnormality of the structures causing obstruc- 
tion at the vesical orifice occurred in 61 of the au- 
thor’s cases; 14.7 per cent of specimens show this 
abnormality. General enlargement of the prostate 
occurs in 11.1 per cent of all cases. Albarran’s 
group enlargement may be unilobular or trilobular. 
There are two types of obstruction at the floor of 
the vesical orifice. The most common is enlargement 
of the subcervical group with projections from within 
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the sphincter. The second type is enlargement of 
the middle lobe which develops the outside sphincter 
and projects into the bladder by lifting the apex of 
the trigonum vesice. 

The length of the ureter contained within the 
bladder musculature varies from .75 cm. in the first 
decade to 1.7 cm. in adult life. 

The trigonum vesice reaches adult proportions 
during the third decade; 26.3 per cent of the speci- 
mens show asymmetry of the trigonum vesice. 
The length of the trigonum in adults varies from 
1.5 cm. to 5cm. Hypertrophy of the trigone some- 
times occurs after the fortieth year. 

The distance between the vesical orifice and the 
upper margin of the verumontanum varies from 
-55 cm. in the first decade to 1.85 cm. in old age. 

The verumontanum reaches adult size during the 
third decade. It is attached to the trigone above 
by small bundles of fibers. 

The seminal vesicles and vasa deferentia are bound 
together by a structure composed of the anterior 
middle and posterior lamella. This fascia prevents 
the dissemination of carcinoma of the seminal 
vesicles; it causes middle lobe hypertrophy of the 
prostate to project into the bladder and supports 
the base of that viscus. Seminal vesicles attain adult 
size during the third decade. Enlargement occurs 
in 32.4 per cent of cases over twenty years of age. 
The right side is enlarged three times as often as 
the left. Atrophy of the seminal vesicles rarely 
occurs. 

There was not a single case in this series in which 
an ejaculatory duct opened into the utricle. The 
utricle is usually contained within the summit of 
the verumontanum, but it occasionally extends to 
the base of the gland. There is a great variation 
in the size and shape of the mouth of the utricle. 
There were no cases of hypertrophy of either the 
ventral lobe of the prostate or the apex group of 
tubules in the series. 


Lewis, B.: Prostatic Obstruction and Vesical 
Atony. Ann. Surg., Phila., 1915, lxi, 276. 
By Surg., Gynec. & Obst. 


The author maintains that the cause of every case 
of urinary obstruction and vesical atony is to be 
found under one or two heads: either physical 
obstruction or disturbance of the nervous mechanism 
controlling urination. The cases characterized 
as “‘unaccountable”’ represent incomplete diagnosis. 
He believes that the only cases of atony which are 
really incurable are those due to nerve degeneration, 
and even in these cases much can be done in the 
way of treatment to improve the prevailing con- 
ditions. 

He also believes that the most frequent and im- 
portant of the obscure, unrecognized causes of 
obstruction are (1) ill-defined contracture at the 
vesical neck (demonstrable sometimes only by 
palpation through the opened bladder or urethra); 
(2) unrecognized syphilis, acquired or hereditary, 
affecting the spinal centers. 


Such conditions are by no means confined to adult 
life, and should be looked for and recognized at any 
age, from infancy up, and should be diagnosed and 
treated in accordance with the refined diagnosis 
always demanded by cases of urinary obstruction. 

Syphilis is a surprisingly frequent cause of such 
conditions. Lack of syphilitic history or of general 
nerve symptoms, in obscure cases, should not pre- 
clude investigation by means of a Wassermann 
blood test; if this proves doubtful, a Wassermann 
test of the spinal fluid should be made as well. 

H. L. SANFORD. 


Judd, E. S.: Cancer of the Prostate. Surg., Gynec. 
& Obst., 1915, xx, 274. By Surg., Gynec. & Obst. 


Judd states that it is difficult to estimate the 
frequency of occurrence of cancer in the prostate 
from operative records, since the cancerous tumor 
in this gland is very often small and may not produce 
local symptoms, but it is generally reported that 
one case in five of prostatic enlargement causing 
obstruction in old men is due to cancer. In his 
series of 878 prostatectomies, there were 93 cancers. 
The youngest of these patients was 51 years, the 
oldest 82. In addition to these, 84 cases were 
diagnosed cancer but were not operated on because 
too far advanced. 

In many cases the symptoms of early cancer of 
the prostate cannot be differentiated from adenoma- 
tous hypertrophy. Pain associated with cancer is 
usually more constant and more marked in the 
region of the prostate and is not necessarily as- 
sociated with micturition. Frequency of urination 
is also a prominent symptom and usually one of the 
first to appear. Hematuria was noted in 21.9 per 
cent of the cases and was a comparatively late symp- 
tom. The specific gravity was unusually low, in 
many instances ranging from 1,002 to 1,005. Physi- 
cal examination in these cases may reveal a small 
prostatic gland or, if hypertrophy is associated 
with the cancer, the enlargement may be quite 
marked. If on palpation the surface of the prostate 
is rough with hard nodules, cancer may always be 
suspected, since in benign cases the prostates are 
nearly always smooth. In some of the cases in the 
series the gland was soft on palpation, due to the fact 
that the adenomatous hypertrophy predominated 
and the cancer could not be felt. 

A characteristic cystoscopic picture is a small 
prostatic bar, unless adenomatous hypertrophy exists 
at the same time. Cystoscopic examination is of 
great aid in these cases but should not be made in 
evidently hopeless cases, since the reaction following 
may be quite severe. A study of the specimens re- 
moved at operation showed that in about 75 per cent 
of cases cancer was associated with hypertrophy, 
and in the remaining 25 per cent cancer occurred in 
the prostates in which evidence of hypertrophy 
could not be found. The benignly hypertrophied 
gland in some of these cases is quite as readily 
enucleated as in the ordinary case, and unless the 
posterior segment is enlarged the malignant process 
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may easily be overlooked. If the hypertrophied 
part is more firmly attached posteriorly or shells 
out with difficulty, there is always suspicion of 
cancer. 

Radical operations for cancer of the prostate have 
gained favor slowly, not because it is impossible to 
remove the growth within a reasonable degree of 
mortality, but largely because it is impossible to doa 
thorough radical removal of the cancerous prostate 
and the adjoining part of the bladder without com- 
pletely destroying the mechanism of urinary con- 
trol. Patients who are incurable but fairly com- 
fortable either with or without the catheter should 
not be operated on, although certain of those who 
have not used catheters should be advised to do so 
since they may be made more comfortable by its 
use. In many cases the obstruction to urination is 
due to a benign hypertrophy. Removing the ob- 
struction and also a part of the cancer will entirely 
relieve the patients for a time. 

Through correspondence and personal commu- 
nication the end-results in 82 of the 93 patients 
operated on have been traced. 

8 have lived more than 3 years. 

12 have lived more than 2 years. 

13 have lived more than 1 year. 


24 died within the first 6 months. 
5 died, date unknown. 


Patients still living after 6 months...................2.0-05- 





3 
Patients still living after 1 year................ .* 
Patients still living after 2 years............... .4 
Patients still living after 3 years............... 
Patients still living after 4 years................... tar 
Patients still living Gfter Q YOAlS. ......60ccseccaccvsrecvecsses I 


The patient who is living and free from symptoms 
nine years after the operation had a very small 
cancerous nodule removed. Many of the patients 
living at the present time are entirely free from 
symptoms. Three that were operated on within 
the year, yet more than six months ago, are well. 
In the cases of recurrence, hematuria was one of the 
first evidences of the recurrence. Difficulty of 
urination was also an early symptom and became 
rapidly marked in a number of cases, necessitating 
suprapubic cystotomy. Several patients lived more 
than three years without evidence of trouble when 
there was a return of all of their symptoms. 


MISCELLANEOUS 


Walker, J. W. T.: Urinary Antiseptics. Clin. J., 
1915, xliv, 33. By Surg., Gynec. & Obst. 


In the concluding installment of his paper on 
urinary antiseptics Walker discusses the method of 
treatment when the urine is strongly alkaline as the 
result of bacterial decomposition, the effects of 
diluents and dilute urine on the action of urotropin, 
idiosyncracies in regard to the formaldehyde series, 
urinary antiseptics as a prophylactic agent, and the 
limits of urinary antiseptics. 

Sodium acid phosphate and ammonium benzoate 


are the only drugs which act powerfully in turn- 
ing alkaline urine acid. The first is given in 20 
grain doses three times a day and the reaction of 
the urine noted. The dose may be increased to 150 
grains, the increase being limited by the effect on 
the bowels. When the dose reaches 360 grains a day 
a little diarrhoea usually appears. The antiseptic 
drug which acts most powerfully in an alkaline 
urine is boric acid. A useful combination in 
alkaline urine is ammonium benzoate and_ boric 
acid in doses of 10 or 15 grains each. The dose of 
ammonium benzoate may be increased, and when 
the action of the urine becomes acid, urotropin 
should be substituted for the boric acid. The 
effect on an alkaline cystitis of successfully turning 
the ammoniacal urine into an acid urine is remark- 
able, not only on the symptoms but also on the 
urine itself. 

The administration of diuretic drugs and waters 
forms an important part in the routine treatment 
of urinary infections. Where the drugs render the 
urine alkaline, their use in combination with urotro- 
pin is to be avoided. It is necessary, therefore, 
to choose between the two methods of treatment: 
(1) powerful diuresis, and (2) antiseptic action by 
means of the formaldehyde series. 

In advanced renal disease the efficacy of urotropin 
is reduced for two reasons: (1) there is diminished 
excretion of the drug, and (2) when well excreted 
the condition of the urine is unfavorable to the 
liberation of formaldehyde. The urine is copious 
and neutral or faintly acid, and it is difficult or im- 
possible to increase its acidity. Walker does not 
agree with the results obtained by Burnam and by 
L’Esperance. He gives the analysis of 230 personal 
cases in which 79, or 34.3 per cent, gave a negative 
formaldehyde test. A close analysis of these cases 
substantiates Walker’s contention that the alkalinity 
of the urine is the important factor in the non- 
appearance of formaldehyde in the urine after the 
ingestion of urotropin in sufficiently large doses— 
10 grains or more four times a day. The 3 cases 
where urotropin was excreted in an acid urine but 
formaldehyde was not liberated he is unable to 
explain, but suggests that this was probably due 
partly to an idiosyncrasy of the patient and partly 
to the action of the gastric juice in splitting the 
urotropin so that no formaldehyde was absorbed. 

The use of urotropine as a prophylactic in all cases 
of instrumentation of the urethra and bladder is 
strongly recommended. 

In addition to an idiosyncrasy of some patients 
to urotropin, other limitations are found in that 
type in which infection is associated with such lesions 
as stone, enlarged prostate, chronic prostatitis, 
stricture, pyonephrosis, etc. The associated con- 
dition should receive attention before the urinary 
antiseptics can be expected to free the urinary 
tract from infection. H. A. Fowier. 
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EYE 


Critchett, A.: Small Optical Iridectomies in a Case 
of Lamellar Cataract. Proc. Roy. Soc. Med., 
1915, viii, Sect. Ophth., 27. 

By Surg., Gynec. & Obst. 
Critchett reports a case of lamellar cataract in 
which he did small iridectomies with good results. 

He advises this operation in cases where there 

is a small well-defined nucleus with clear margin. 

The operation is done under a general anesthetic 

with a small very sharp needle bent at an angle. 

The patient is well in 24 hours and the reaction is 

nil. W. G. REEDER. 


Clark, C. F.: Congenital Cataract; a Study of a 
Few Interesting Cases. Ohio Si. M.J., 1915, xi, 
79. By Surg., Gynec. & Obst. 


In estimating the result we may hope for after 
operation for congenital cataract we must take into 
consideration that we are generally dealing with 
a patient in whom there has existed some abnormal 
element in foetal development, and not infrequently 
other portions of the eye are affected as well as the 
crystalline lens, and for this reason perfect vision 
may not be possible even though the lens be re- 
moved and a clear pupil obtained. 

In regard to the surgical treatment of this con- 
dition the author advocates the rapid or radical 
method of treatment. This consists of a free 
division of the capsule and stirring up of the lens 
substance at the first operation, followed by linear 
extraction of the broken-up lens material in a few 
days, usually 7 to 10. This procedure may lead 
to a temporary glaucomatous process being es- 
tablished. A child’s eye, however, being elastic 
is capable to a certain degree of resisting this 
tendency to acute glaucoma, and from his experi- 
ence the author considers it safer to subject the 
eye to this brief state of increased tension than to the 
prolonged and repeated risks from infection re- 
quired by the older technique of repeated discissions. 

J. A. WINTER. 


Wylie, C. B.: Acquired Non-Traumatic Cataract of 
the Young. W. Virg. M.J., 1915, ix, 298. 
By Surg., Gynec. & Obst. 


The author discusses the relationship between 
acquired non-traumatic cataract of the young and 
intranasal pressure. He has had 11 cases in 5 
years, the condition of the various lenses varying 
from slight opacity to complete cataract. 

A brief account of the relationship of the nerves 
supplying the nasal cavity and ocular structures 
is given. The ophthalmic and superior maxillary 


nerves respectively supply the ocular and nasal 
cavities with sensory impulses; the sympathetic 
system anastomoses abundantly with these sensory 
nerves through their ganglionic centers; i.e., the 
ciliary or ophthalmic ganglion and the spheno- 
palatine or Meckel’s ganglion. This close relation- 
ship between these sensory nerves and the sympa- 
thetic ganglions and the fact of the sympathetic 
nerves being also vasomotor in function give to 
them a controlling influence over nutrition. Con- 
tinued pressure within the nasal cavity causes an 
atrophic condition of these so-called trophic nerves, 
which in turn interferes with the nutrition of the 
crystalline lens and capsule, leading to opacity forma- 
tion. 

The author cites 11 cases with the lenses in 
various stages of cataract formation and summarizes 
as follows: 6 cases showed marked improvement 
following nasal operation and constitutional treat- 
ment; 5 cases with disturbance of vision ranging 
from 3 to 6 years showed no improvement. Lens 
extraction, however, gave fairly useful vision. The 
conclusion drawn is that the earlier the operative 
procedure within the nasal chamber the better the 
result. J. A. WINTER. 


Smith, P.: The Technique of Iridectomy and Its 
Performance as a Preliminary to Cataract 
Extraction. Ophth. Rec., 1915, xxiv, 120. 

By Surg., Gynec. & Obst. 


The author is in favor of the two-stage operation 
because he thinks there is less risk and he feels 
more confident of a good result when he follows 
this procedure. A 4 mm. broad keratome and a 
Tyrrel iris hook, instead of an iris forceps, are 
employed by Smith. 

The scissors are held transversely across the 
wound so that when they close they are over the 
vertical meridian of the cornea. The room is 
darkened a little and a lighted candle held by a 
nurse is used as a fixation object. Artificial light 
is used to illuminate the field of operation and the 
author operates with the patient in bed. 

G. I. Hocve. 


Posey, W. C.: Some Unusual Forms of Congenital 
Cataract; Remarks on Their Management. 
Penn. M.J., 1915, xviii, 357. 

By Surg., Gynec. & Obst. 

Congenital cataracts present few difficulties in 
diagnosis and treatment. Mooted points are the 
age at which operation should be done and the 
manner of operating. The age at which operation 
should be attempted depends on the amount of 
lens opacity and the degree of vision. Posey does 
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not operate before the child is ten months old, as 
structures making up the anterior segment of the 
eye are poorly developed before that age. 

Where the degree of vision is fairly good, one 
should postpone the operation until the patient is 
three or four years old. The author advises extreme 
conservatism when operating and prefers cautious 
and repeated needlings on one eye at a time. 

The above refers to the majority of cases of 
congenital cataract and includes the usual zonular 
varieties and the forms of total lens opacity. The 
author treated a recent case of total binocular 
cataracts by removal of a fragment of lens capsule 
with capsule forceps and by division of iritic mem- 
brane, blocking the pupil by iridotomy. The 
tough resistant membranes met with in some 
congenital cataracts are treated by displacement 
downward of the opaque tissue. Where the pupil 
is small and does not dilate well with atropine, an 
iridectomy should be done first. J. A. WINTER. 


Lewis, A. C.: A Case of Complete Bilateral Iridere- 
mia in a Child Whose Father Has Bilateral 
Coloboma of the Iris. Ophth. Rec., 1915, xxiv, 
134. By Surg., Gynec. & Obst. 


Lewis reports a case of a boy with complete 
irideremia, the margin of the lens being visible in 
any light. The media are clear and the fundus 
negative. Photophobia is marked in solar light; 
vision is reduced. The boy’s father has a bilateral 
nasal coloboma of the iris. The heredity acquire- 
ment of such a condition is more apt to occur where 
the female parent is affected. E. B. Fow er. 


McGuire, H. H.: Hydrophthalmos Following 
Trauma. Ophih. Rec., 1915, xxiv, 127. 
By Surg., Gynec. & Obst. 


The patient, a boy four years of age, was struck 
in the right eye by the pointed end of a piece of 
steel wire. Upon examination there was found to 
be present a perforating wound of the cornea with 
rupture of the anterior capsule of the lens and a 
beginning traumatic cataract; there was a slight 
inflammatory reaction but no increased tension. 
Two years later a secondary glaucoma developed 
with a pressure of 54. Tension became normal 
after a large iridectomy had been performed. One 
month later the tension rose again and an Elliot 
trephine operation was done with good results. 
One year later the globe was enormously enlarged 
and an enucleation was performed. G.I. Hocue. 


Moore, R. F.: Lipzmia Retinalis. Lancet, Lond., 
1915, clxxxviii, 366. By Surg., Gynec. & Obst. 
Moore adds to the literature two cases of this 
rare affection, both occurring in young individuals 
suffering from diabetes mellitus. The appearance 
of the eye ground is striking and characteristic, 
and in addition it forms the only means, apart from 
a blood analysis, of diagnosing the condition of 
lipemia. 
The fundi of Case 1 were studied 27 hours and 


again 20 hours before death, and the condition of 
the blood was recognized by this means. The 
abnormal features were almost entirely limited to 
the appearance of the retinal vessels. These were 
of a salmon color on the disc and for a short distance 
beyond; but when traced toward the periphery the 
color became much less saturated, and gradually 
merged into a cream color with almost no pink 
tinge. The color of the arteries and veins did not 
differ at all. In the center of the disc a faint 
central light streak was seen on the arteries, and 
by this means, but by no other, could the arteries 
be distinguished from the veins; toward the per- 
iphery both sets of vessels were identical in appear- 
ance. Both arteries and veins were well filled. 
perhaps a little abnormally so, but there was no 
turgidity or obvious distention. The general tint 
of the fundus was rather pale. The optic disc 
was normal in appearance, its edges were perfectly 
sharp and clear-cut, and neither hemorrhages nor 
exudates were anywhere to be seen. 

The description of Case 2 applies in every es- 
sential particular to Case 1, but there were two 
differences of degree. The color of the vessels was 
of a more saturated salmon-pink and extended 
farther outward into the peripheral vessels; and all 
the vessels, whether arteries or veins, were markedly 
distended and therefore tortuous; they were about 
twice their normal diameter. 

So far as can be judged from the descriptions of 
all reported cases, the intensity and extent of this 
salmon tint was greatest in the author’s Case 2. 
While at the other extreme, in Heine’s case the 
vessels looked as though they contained milk and 
not blood. 

The marked change in color of the retinal vessels 
was due probably to the condition of the plasma, and 
does not imply a change in the blood pigment. 

Moore’s bibliography includes 30 cases to date of 
writings, but omits the one reported by Darling of 
Chicago. G. D. THEOBALD. 


Lister, W. T.: Removal of Eyes in the Presence of 
Orbital Cellulitis. Brit. M.J., 1915, i, 418. 


By Surg., Gynec. & Obst. 


It is well known, says Lister, that to remove 
an eye in which there is panophthalmitis and an open 
wound in the globe is a risky procedure and liable 
to be followed by septic meningitis if the operation 
is carried out in the ordinary way with division 
of the optic nerve and consequent opening of its 
sheath. 

If in dealing with such eyes an orbital cellulitis 
already exists, it is reasonable to believe that a still 
greater risk of infection of the sheath of the nerve 
might supervene and be followed by meningitis 
if the eye is enucleated after the customary manner. 
To prevent such a serious complication, Lister 
advises that the contents of the globe be thoroughly 
eviscerated, taking extreme care that all traces of 
the retina, and especially the choroid, are scraped 
away to avoid any chance of sympathetic inflam- 
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mation; then the tendons are divided; and as a 
final step the sclerotic is pulled out of the orbit and 
cut off far back, leaving only a frill around the 
intact optic nerve. 

Certain circumstances might modify such an ex- 
act procedure; for instance, (1) if the penetrating 
wound is small or if it has healed, it would simplify 
matters if the conjunctiva and tendon were first 
divided while the globe is tense, then proceed as 
above; or (2) if the globe is collapsed, before pro- 
ceeding with the second step of severing the tendon, 
pack the sclerotic with gauze; or (3) if the globe 
is mutilated, carry out the second step by picking 
up the separate portions of the sclera with pressure 
forceps, making them taut by pulling forward, 
and then cut off the muscles. 

The points to be borne in mind are: (1) Remove 
all trace of retina and choroid; (2) cut away the 
bulk of the sclera; but (3) leave a narrow rim of 
sclera around the intact optic nerve. 

G. D. THEOBALD. 


Verhoeff, F. H.: Histological Findings After Suc- 
cessful Sclerostomy. Arch. Ophth., 1915, xliv, 
129. By Surg., Gynec. & Obst. 

The author points out that during the past five 
years only a small percentage of eyes operated 
upon for relief of glaucoma ever come to microscopic 
examination, and most of these have been unsuc- 
cessful cases. The literature shows but three eyes 
successfully operated upon by this method, all 
of which were removed after death. In the follow- 
ing cases the eye was removed during life seven and 
one-half weeks following the sclerostomy on ac- 
count of a spindle-cell sarcoma of the ciliary body. 

Examination showed the right eye normal, 
tension 20 mm. (Schiotz). Four days before enter- 
ing the hospital the patient noticed for the first 
time a marked reduction in vision of the left eye 
with pain in the eye. The pain yielded to miotics, 
but vision remained unchanged, 20/200; the cornea 
was hazy; the anterior chamber showed a supposed 
small hyphema; the pupil was dilated and some- 
what eccentric; the fundus could not be seen; 
tension 60 mm. (Schiotz). 

On May 24, 1914, sclerostomy, with large button- 
hole iridectomy, was done in accordance with the 
Verhoeff method; an atropine solution was used at 
the completion of the operation. Seven days after 
the operation a bilateral detachment of the choroid 
occurred with a marked reduction in tension, all of 
which disappeared in a few days. July 15, 1914, 
the left eye was enucleated for supposed sarcoma 
of ciliary body. 

The author emphasizes the importance of remov- 
ing the episcleral tissue about the site of operation, 
as it tends to interfere with the closure of the scleral 
opening. The fistula is partly filled with an ex- 
tremely delicate connective tissue almost free from 
cells. Caught within its meshes are a few tumor- 
cells evidently deposited from the aqueous. The 
tissue has evidently originated, not from the sclera, 


but from the tissue of the bleb. Within it are 
numerous, irregular, ill-defined empty spaces, which 
communicate with other spaces which open directly 
into the anterior chamber. The latter are thus 
analogous to iris crypts. The free surface of the 
tissue is not covered with endothelium, nor are the 
spaces or crypts. 

The edges of the scleral fistula show evidence of 
recent proliferation, with formation of new fibrous 
tissue and increase in the number of fixed cells. 
This, no doubt, has resulted from the truama of the 
operation. The lumen is therefore somewhat 
smaller than it originally was (1 mm.). There has 
also been some proliferation from the outer surface 
of the sclera everywhere beneath the bleb. The 
new tissue resulting has a much denser character 
than that of the bleb itself, and in places has ex- 
tended as a thin layer over the outer end of the 
fistula, thus becoming a sort of cribriform plate with 
wide irregular openings. Descemet’s membrane 
ends abruptly o.5 mm. from the edge of the fistula, 
apparently having retracted from the opening. 
The corneal endothelium continues almost to the 
edge of the fistula, but nowhere extends into the 
latter. The outer edge of the fistula is about 0.5 
mm. from the canal of Schlemm. The root of the 
iris remaining after the iridectomy is firmly ad- 
herent to the corneosclera and is much thinned. 
It does not quite reach the edge of the fistula. In 
the line of adhesion are a number of sarcoma cells. 

The bleb over the fistula consists of a highly 
cedematous delicate connective-tissue meshwork 
containing stellate fixed cells, and closely resembles 
the unpigmented stroma of a normal iris. It con- 
tains few blood-vessels and shows no infiltration 
with chronic inflammatory cells. Within it occur 
irregular communicating spaces which at first 
sight appear entirely empty, but which on closer 
examination are found to be partly filled with a 
barely visible connective tissue, free from fixed 
cells, continuous with the surrounding stroma. The 
tissue is even more delicate than that within the 
fistula. None of the spaces is lined with endothelium. 
Some of the large spaces extend up immediately 
beneath the epithelium. 

The epithelium over the bleb is thinner than that 
of a normal conjunctiva, due to a reduction in the 
thickness and number of the squamous cells of the 
surface. Another noticeable change is that the 
basal cells are evidently swollen, being increased in 
size and having a more transparent and less deeply 
staining cytoplasm than is normal. These changes 
are especially marked in the epithelium over the 
large spaces just described. C. A. Macay. 


Eason, H.L.: Case of Bilateral Temporary Hemi- 
anopia; Rapid and Permanent Recovery of 
Vision After the Administration of Thyroid 
Extract. Proc. Roy. Soc. Med., 1915, viii, Sect. 
Ophth., 32. By Surg., Gynec. & Obst. 


_ Eason reports a case that came under observa- 
tion nine years ago; although practically blind the 
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patient improved rapidly under thyroid extract 
treatment. At present the right eye has normal 
form, field, and vision. The hemianopia persists 
in the left eye and the vision is 6/60. An abnor- 
mally deep sella turcica is shown. W. G. REEDER. 


Napier, F. H.: The Treatment of Glaucoma. 
Med. J. South Africa, 1915, x, 118. 
By Surg., Gynec. & Obst. 


Napier gives a concise résumé of the important 
operative procedures devised for the relief of glau- 
coma since the introduction of iridectomy by von 
Graefe. He has arrived at the definite conclusion 
that the Fergus-Elliot operation has but one ob- 
jection; namely, it takes longer to perform than any 
other, but that this objection is counterbalanced by 
its safety. He regards the trephine operation as (1) 
comparatively easy to perform; (2) it is practically 
painless except at the moment of escape of aqueous 
(in ordinary iridectomy or in Lagrange’s operation 
the escape of aqueous occurs at an early and critical 
point in the operation and is often the cause of 
accidents); (3) it is not complicated by those 
immediate risks which are attendant upon the in- 
sertion of a knife into the anterior chamber, which 
is too often a potential space; (4) it can be per- 
formed for every variety of the disease and at any 
stage with safety. 

It would appear that the so-called “ quiet iritis,”’ 
which somewhat frequently occurs on the third or 
fourth day, should be regarded as an objection to 
the operation, but the author claims that such a 
complication is not a new thing, inasmuch as it has 
been recognized for many years in every operation 
in which the iris is injured or excised, and that it 
can be successfully combated with atropin. 

He concludes by saying that we are indebted to 
Lagrange for the conception of an iris-free fistula in 
the sclerotic; to Elliot for the elaboration of an 
operation founded upon the same principle but 
simpler and safer. G. D. THEOBALD. 


Spicer, W. T.: Angioid Streaks in Brother and 
Sister; a Suggestion that the Streaks are Non- 
Vascular. Proc. Roy. Soc. Med., 1915, viii, Sect. 
Ophth., 33. By Surg., Gynec. & Obst. 


Spicer reports two cases of so-called angioid 
streaks in the retina in brother and sister. In each 
the loss of vision had first appeared at the age of 35. 
There was extensive macular degeneration with 
peculiar lines of pigment stretching out after the 
manner of retinal vessels. The presence of a spot 
of choroidal atrophy which interrupted the con- 
tinuity of one of these streaks supports the view 
that they are not angioid. W. G. REEDER. 


EAR 


Simon, R. M.: A Case of Méniére’s Disease. Brit. 
M.J., 1915, i, 282. By Surg., Gynec. & Obst. 


After reporting a typical case of this affection, the 
author makes the following observations: 


1. The only useful treatment consists in the 
correction of imperfect digestion, hypermetropia, 
anemia, and any other symptomatic conditions, 
but chiefly in the avoidance of fatigue. 

2. Hemorrhage is not the cause of every attack 
of giddiness occurring in this affection. 

3. Most cases occur in people of advanced 
middle age, and a large proportion of them have 
acquired gout or the structures of the internal ear 
are undergoing ossification. While such changes 
might predispose to the attacks, these are almost 
certainly not the cause. 

4. Many things point to a vasomotor disturbance 
being at the root of the trouble. 

5. It is in the highest degree important to dis- 
criminate between the vertigo of Méniére’s disease 
and that due to gastric causes, aortic disease, and 
arteriosclerosis. As many people are unaware that 
they are deaf on one side the examination of the 
ear should be a routine procedure in every case of 
vertigo. 

6. It has been said that deafness follows 
Méniére’s disease; it might if hemorrhages occurred, 
but it is infinitely more common to find deafness, 
slowly and _ hopelessly progressing, preceding 
Méni€re’s disease. Orto M. Rort. 


Stucky, J. A.: The Relation of Pathological Con- 
ditions in Otorhinology to General Medicine 
and Surgery. Kentucky M. J., 1915, xiii, 147. 

By Surg., Gynec. & Obst. 


The author pleads for a more intimate relation- 
ship between the internist, neurologist, and general 
surgeon on the one hand and the otorhinologist on 
the other. Various conditions in the field of each 
are mentioned as having a bearing on the conditions 
under treatment by one or the other group of physi- 
cians, and the patient can be properly treated only 
when there is more coéperation among the men 
practicing the various specialties. Orro M. Rort. 


Clay, J. V. F.: Syphilitic Lesions of the Ear. J. 
Ophth., Otol. & Laryngol., 1915, xxi, 99. 
By Surg., Gynec. & Obst. 


Syphilis may manifest itself in any portion of the 
ear, although primary syphilis of the external ear is 
seldom observed. 

Gumma of the auricle has been observed by a 
number of investigators. These occurred in the 
tertiary period of the disease, and in the majority 
of instances the lesion was located on the anterior 
aspect of the auricle. One observer saw it on the 
posterior aspect. Usually, under adequate treat- 
ment, the ulcer heals with little deformity. The 
occurrence of chancre of the pinna may be mistaken 
for malignancy, and the presence of gummata may 
arouse suspicion of malignant growths. 

Secondary manifestations of the external auditory 
canal occur as macular, papular, and pustular 
lesions, associated with general skin manifestations. 
We also find condylomata, ulceration, and chronic 
diffuse inflammation. These lesions give rise to 
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the usual symptoms. If discharge is present, it 
is usually of a peculiar fetid odor foreign to aural 
discharge from non-syphilitic lesions. Condyloma- 
ta are found frequently in association with middle 
ear suppuration. 

Ulcerative lesions have been studied by Schwartze, 
who describes them as usually annular and covered 
with dirty grayish-white exudate. The swollen 
edges of the ulcer cause a marked narrowing of the 
lumen of the canal. They are usually situated in the 
outer part of the canal. He found these lesions 
in ears with normal drums as well as in cases with 
associated suppurative middle ear disease. The 
glands in the vicinity of the ear are usually 
swollen. 

Syphilitic conditions of the middle ear tract do 
not, unfortunately, present distinctive or pathogno- 
monic manifestations by which they might be 
recognized. For this reason, too often, these lesions 
progress to hopeless and sometimes total destruc- 
tion of all functional possibilities through either a 
proliferative adhesive inflammation or a suppurative 
destructive process. 

Congenital lues is frequently a cause of rapidly 
progressive tympanic disease in the young. It is 
found associated with interstitial keratitis, but, 
unlike the ocular lesion, its tendency is to become 
progressively worse, with ultimate extension to the 
labyrinth. 

Suppurative lesions of the ear of syphilitic origin 
are also without characteristics to guide us in the 
diagnosis. The process is rapidly destructive and 
tends to early involvement of the bone. The drum 
and ossicles break down rapidly, and there may be 
early extension to the internal ear, or involvement 
of the brain, lateral sinus, or facial nerve. Bruck 
speaks of a “melting” of the tissues that is foreign 
to suppuration non-syphilitic in origin. 

Syphilitic invasion of the internal ear and auditory 
nerve usually occurs in the latter part of the second 
stage, or later. It may occur alone or in connection 
with tympanic disease. It constitutes one of the 
most frequent forms of primary disease of the aural 
perceptive apparatus and occurs in hereditary or 
acquired lues. 

There are three clinical types of acquired syphilis 
of the internal ear: (1) that which appears in the 
late secondary or in the tertiary periods; (2) another 
type may be called the chronic syphilitic labyrin- 
thitis; (3) the third type of labyrinthine involve- 
ment of acquired lues is that secondary to chronic 
suppurative middle ear disease. 

The prognosis of luetic infection of the internal 
ear depends upon the type present. Congenital 
syphilitic labyrinthitis offers a hopeless prognosis 
so far as hearing is concerned. The acute acquired 
type offers a good prognosis if the condition is early 
recognized and active antisyphilitic medication 
administered. The chronic constitutional labyrin- 
thitis offers a less favorable prognosis than the 
acute variety. The treatment of syphilis of the 
ear is that of syphilis in general. 


Cleanliness and dryness are of great importance 
in the lesions of the external canal; in the middle 
ear suppuration, careful toilet of the canal, removing 
all discharge from this and the middle ear, is im- 
portant. If necrosis has occurred, a cure cannot 
be hoped for, except through radical operative 
interference combined with active constitutional 
treatment. The adhesive middle ear conditions 
usually prove very resistant. The process is so 
rapid that marked changes have occurred before 
treatment has been established. In congenital 
cases treatment is disappointing. In acquired 
cases of non-suppurative middle ear lues, early 
antispecific treatment and proper local measures, 
such as keeping the eustachian tube patulous and 
attention to the pharynx, bring about happy re- 
sults. 

It would seem that the indications are not quite 
clear as to the use of salvarsan in syphilis of the 
labyrinth and auditory nerve, but the opinions 
advanced, and observations made, seem to favor 
the theory of syphilitic poisoning of the nerve rather 
than a toxic action of the drug. 


Beck, J. C.: Diagnosis of Intracranial Complica- 
tions in Diseases of the Middle Ear and Acces- 
sory Sinuses of the Nose. J.-Lancet, 1915, xxxv, 
119. By Surg., Gynec. & Obst. 


The intracranial complications considered are: 
(1) meningitis, (2) sinus thrombosis, and (3) brain 
abscess. 

The cardinal symptoms of any of the above are: 

1. Pain or headache —very persistent and quite 
intense. 

2. Nausea and vomiting — constant, especially 
early in the disease. 

3. General septic appearance — quite manifest. 

4. Impaired vision due to choked disc. 

5. Disturbance of temperature, pulse, and res- 
piration. 

6. Definite focal symptoms of brain localiza- 
tion. 

7. Data from blood and spinal fluid examinations. 

8. Réntgenographic findings. 

9. Exploratory operation and treatment, some- 
times necessary to make a diagnosis. 

The author then takes up the discussion of (1) 
serous meningitis, (2) septic meningitis, localized 
and diffuse, (3) sinus thrombosis, and (4) brain 
abscess, stating in detail the findings peculiai to 
each condition. 

He concludes with a helpful quotation from 
Neumann as to the differential diagnosis between 
meningitis, sinus thrombosis, and brain abscess: 

‘A patient that has meningitis is one that wishes 
to be left alone and allowed to sleep, although 
when roused is not particularly irritable. If he 
has brain abscess he is constantly very irritable and 
difficult to manage; while a patient that has sinus 
thrombosis, when he is free from the chill and fever, 
is very pleasant, apparently well.” 

Otto M. Rott. 
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Lillie, H. I.: Fulminating Otitis Media; Mas- 
toiditis; Extensive Sigmoid Sinus Thrombosis; 
Ligation of Internal Jugular Vein; Recovery. 
J. Mich. St. M. Soc., 1915, xiv, 183. 

: By Surg., Gynec. & Obst. 


The author reports the case of a male, aged 19 
years, who complained of pain and fullness in the 
right ear. Examination showed that the mucous 
membrane of the tonsils, pharynx, and epipharynx 
was red and cedematous. The canal of the right 
ear was tender, the membrana tympani red along 
the handle of the malleus and Schrappnell’s mem- 
brane. Four hours later the symptoms increased 
and the membrana tympani became bulged; freely 
incised, it evacuated pus and blood. The symptoms 
increased for 5 days, when the patient had a chill; 
temperature 105.2°, leucocytes 27,750. 

Complete operation was performed; there was no 
septic clot in the sinus; no hemorrhage from the 
lower end; the jugular vein was ligated. Six days 
after operation the patient complained of being very 
chilly and had a temperature of 105°; 2 days later, 
leucocytes 23,000; neck wound reopened and a 
large clot removed from the upper end of the jugular. 

The author emphasizes the following points: 
mastoiditis occurs within 48 hours, and sinus in- 
volvement in 96; the importance of the leucocyte 
count and graphic chart as guides; the necessity for 
early operation; the presence of acute nephritis in 
5 days and the cessation 6 days later; the use of 
collodion and gauze dressing to reduce the size of 
the scar from open wounds; and the favorable prog- 
nosis if operated upon early, the mortality being 
reduced from 45 per cent to 5 per cent. 

A. SPENCER KAUFMAN. 


Welton, C. B.: Mastoiditis and Mastoid Abscess 
Without Suppuration from the Middle Ear 
and Without Any Apparent Ear Inflammation. 
J. Ophth. & Oto-Laryngol., 1915, x, 86. 

By Surg., Gynec. & Obst. 
The author reports seven cases of acute mastoid- 
itis without otitis media occurring in his practice 
during 1914. Two cases showed no signs of otitis 
media, three cases showed some slight injection or 
bulging of the membrana tympani, but no suppura- 
tion. One case had discharge before mastoid in- 
volvement, but was dry when examined. Two 
cases recovered without operation. 


In the first case, that of a man 38 years old, the 
membrana tympani was normal in appearance. 
Operation was followed by recovery. 

In the second case, a woman, aged 25, the mem- 
brana tympani was normal. She had difficulty in 
deglutition, due to paralysis of the pharyngeal 
muscles; two days later facial paralysis set in, 7 
days later diplopia and left optic neuritis developed, 
accompanied by pain and tenderness of the left mas- 
toid. Pneumonia was present. The patient re- 
covered without operation. 

The third case, a male, aged 3 years, had had some 
discharge for two days, a week before the author 
saw him. Six days later he had a number of con- 
vulsions. The convulsions could be produced by 
mastoid pressure; the patient was in a semicomatose 
condition, the pupils dilated, there was paralytic 
strabismus, temperature 102°, Kernig and Babinski’s 
signs were present, there was rigidity of the neck 
muscles. The membrana tympani was normal. 
Operation was followed by death. No post-mortem 
was held. 

The fourth case, a girl, 10 years old, had an at- 
tack of acute coryza, followed by pain in the right 
ear for 5 days. When the author saw the child 
the membrana tympani was red and bulging, and 
there was postertier superior swelling of the canal. 
Operation was followed by recovery. 

In the fifth case, a male, 13 months old, the 
membrana tympani was red, and there was swelling 
behind the ear. Recovery followed the operation. 

In the sixth case, a female, aged 28, the membrana 
tympani was red, following an attack of influenza 
two weeks before. The mastoid was tender; para- 
centesis gave no relief; mastoid operation was fol- 
lowed by recovery. 

The seventh case, a female, aged 48 years, had 
had influenza two weeks before; for 4 days before 
examination she had had severe pain in the left 
ear; she was semiconscious, had facial paralysis; 
showed slight Kernig’s sign; increased knee-jerk; 
membrana tympani red; Schrappnell’s membrane 
swollen. The patient recovered without operation. 

The author found one reference to this condition 
by MacKenzie. In cases of this kind he feels 
there has been a “‘fugitive” otitis media, but in- 
volvement of the mastoid progressed. He urges 
careful examination of the auricle, canal, drum, and 
mastoid. A. SPENCER KAUFMAN. 
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Metzenbaum, M.: Scopolamine in Nose and 
Throat Operations. Laryngoscope, 1915, xxv, 95. 
By Surg., Gynec. & Obst. 

The author’s observations are drawn from the 
use of scopolamine given before 2,200 operations on 
the ear, nose, throat, and neck during the past five 
years. 

Adults receive .o1 gr. usually by mouth one-half 
to one hour preceding all operations. 

Children are given a .o2 gr. coated pill with a little 
water one-half to one hour before operation. 

The conclusions reached are: 

1. In operations on the nose and throat under 
cocaine or novocaine the preliminary administration 
of scopolamine is of the greatest value. The usual 
fretful, excited, restless patient becomes quiet, 
interested, and helpful, so that in the removal of 
tonsils or foreign bodies from the throat, the pa- 
tient will often hold the tongue-depressor and be 
entirely free from the usual constant desire to spit, 
cough, gag, and explode the breath. 

2. In nasal operations the preliminary adminis- 
tration of scopolamine lessens the amount and 
strength of cocaine or novocaine required, and 
anesthesia of the bony areas is decidedly more 
effective, as in the opening of the antrum or 
sinuses. 

3. When scopolamine is administered in phys- 
iological doses it seems free from any immediate or 
remote detrimental effects, while its benefits are to 
quiet the patient, benumb his sensibilities, lessen 
the amount of mucus in the throat, and lessen his 
irritability to such a degree that he requires less 
local or general anesthesia to complete the opera- 
tion. Orto M. Rort. 


Gundelach, C. A.: Posterior Nasal Operation by 
Means of the Nasopharyngoscope. Laryngo- 
scope, 1915, xxv, 83. By Surg., Gynec. & Obst. 

The author advocates the use of the nasopha- 
ryngoscope to facilitate and render more thorough 
operations in the posterior region of the nasal 
cavity and also to aid in diagnostic work in this 
region. 

By means of the nasopharyngoscope the follow- 
ing has been accomplished: 

1. The line and angle of attachment of the 
middle turbinate with the nasal wall has been de- 
termined, and this is of value in making injections 
into the nasal ganglion for neuralgias. 

2. Much valuable information is obtainable after 
operation on ethmoid cells to determine the result 
of the work. 


3. A sphenoidal sinus can be entered by the in- 
strument and its interior examined, as can also the 
antrum. By this means a hyperplastic sphenoiditis 
can be diagnosticated with certainty. 

In this connection the author states that the 
nasopharyngoscope means to the rhinologist what 
the introduction of the ophthalmoscope meant for 
the ophthalmologist. Otto M. Rort. 


Guggenheim, L. K.: Coccobacillus Foetidus Ozex- 
nz Perez Vaccine in the Treatment of Ozzena. 
Interst. M.J., 1915, xxii, 129. 

By Surg., Gynec. & Obst. 


Concerning the results of this method of treatment 
the author quotes from the work of Hofer and re- 
ports on 25 cases which he personally observed. 

The following general conclusions are reached: 

1. The author is convinced by the results of 
Hofer’s animal experimentation that the cocco- 
bacillus foetidus ozene Perez is the true cause of 
ozena. 

2. The vaccine made with the Perez organism 
exerts a beneficial effect in the majority of ozena 
cases. 

3. The Hofer method of treatment is in its in- 
fancy, so we may expect far better results as the 
technique in the preparation of the vaccine and in 
its administration improves. 

4. Because of the soluble toxin produced by the 
Perez organism, we have every reason to believe 
that in time a successful antitoxin will be produced 
which will, of course, be preferable to the vaccine 
now used. Orto M. Rort. 


Grayson, C. P.: The Exploratory Opening of the 
Sphenoid Sinus. Laryngoscope, 1915, xxv, 65. 
By Surg., Gynec. & Obst. 


By “exploratory” the author means an opening 
that can be made so extemporaneously with so little 
discomfort to the patient and so little derangement 
of his ordinary pursuits that it may be employed 
for merely exploratory or diagnostic purposes. 

The point of exploration advocated as being the 
one most free from danger is 2 or 3 mm. above the 
line which divides the anterior from the inferior 
surface of the sphenoid body and close to the attach- 
ment of the ethmoid plate in the middle line. The 
instrument used is a straight drill, tipped with a 
conical burr 6 mm. in length and measuring 2.5 
mm. from its point to its greatest diameter. The 
drill which makes an opening 2 mm. in diameter is 
intended to be manipulated by the hand only, the 
thumb and finger being sufficient to rotate it. 

In the following conditions the author has found 
exploration of the sphenoid of great use: 
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1. When there is present a stream of pus in the 
recessus spheno-ethmoidal. 

2. Certain cases of neuralgia of the fifth nerve. 

3. Nasopharyngeal catarrhs, those of distinctly 
mucopurulent and irritative type. Orro M. Rort. 


Cary, E. H.: Spontaneous Rupture of Lateral Sinus 
with General Septiczmia in Ulcerating Sinu- 
sitis. South. M. J., 1915, viii, 147. 

By Surg., Gynec. & Obst. 


This case was one in which there was a neglected 
purulent middle ear and mastoid infection accom- 
panied by severe headaches and mastoid pains, fol- 
lowed by a rapid and profuse hemorrhage from the 
affected ear; about two teacups of dark blood was 
lost, after which symptoms of septicemia developed. 
Four days later the patient was brought to the 
hospital and an operation performed. Immediately 
after removal of the first strip of thin cortex there 
was profuse hemorrhage. The thin cortex im- 
mediately over the area where the lateral sinus 
should have been could not be removed on account 
of bleeding. The wound was packed and the patient 
put to bed with the hope of attacking the region after 
a clot had formed. The internal jugular vein had 
at first been excised, at which time it was seen 
to be collapsed. In the afternoon of the third 
day the patient was taken to the operating room and 
in ten minutes was dead. Exploration of the field 
revealed the absence of an anterior wall of the sinus. 

The author concluded that death was due to 
embolus caused by release of pressure when the 
cortex was removed at the second operation. The 
emboli passed from the remaining part of the sinus 
back into the torcular herophili, thence into the 
sinus of the other side, on to the heart, and likely to 
the coronary artery. Otto M. Rorr. 


Bliss, M. A.: The Importance of the Paranasal 
Sinuses in the Explanation of Pain in the Face, 
Head, Neck, and Shoulders. Am. J. M. Sc., 
1915, cxlix, 230. By Surg., Gynec. & Obst. 

In order to illustrate the influence of air sinus 
infections on the nerve-trunks and ganglia, causing 
widespread referred pain which can be relieved 
only by recognizing its origin, the author presents 
reports of three clear types, with the method of 
treatment employed. 

The following observations are appended: 

1. The sphenopalatine ganglion is small (5 mm.) 
and by no means easily struck, whether approached 
with a straight needle from below the posterior 
tip of the middle turbinate or by means of a curved 
needle entering through the sphenopalatine fora- 
men, and whether these attempts be made under 
the view of the Holmes pharyngoscope, because it is 
impossible to know the exact position of the gan- 
glion in any case. 

2. It is probable that instillation of alcohol into 
its immediate environment is efficacious, but not 
to the same degree that follows when it is placed 
directly in its substance. 


3. It requires three months before conclusions 
can be reached regarding the result of the injection. 
Otto M. Rort. 


Milligan, W.: Inoperable Angiofibroma; Maxillary 
Antral Sarcoma. Proc. Roy. Soc. Med., 1915, 
viii, Laryngol. Sect., 42. By Surg., Gynec. & Obst. 


The left nasal cavity was firmly blocked by a 
polypoid growth traversed by somewhat enlarged 
blood-vessels, the soft palate was pushed forward, 
and the left side of the face was swollen. 

Operation was attempted but had to be abandoned 
because of the furious hemorrhage. Removing the 
packing after 48 hours caused more bleeding. A 
radium emanation tube was inserted into the mid- 
dle of the growth. There was no return of hemor- 
rhage, and in three weeks no trace of the growth 
was present. Otto M. Rorr. 


Lewis, J. D.: Empyema of the Nasal Accessory 
Sinuses. St. Paul M. J., 1915, xvii, 61. 
By Surg., Gynec. & Obst. 

The author’s views are as follows: 

1. Diseases of the nasal accessory sinuses are 
more prevalent than generally supposed. 

2. The subjective symptoms are never clear, 
and are frequently misleading. 

3. The objective symptoms are almost always 
pathognomonic. 

4. The present methods of diagnosis leave little 
to be desired. 

5. These diseases are frequently responsible for 
impairments of the general health. 

6. Complications, unless induced by faulty 
surgical technique, seldom prove fatal. 

7. Appropriate treatment rarely fails to effect 
a cure. 

The principle of treatment is to establish per- 
manent drainage, insure ventilation of the cavities, 
and remove all diseased parts with a minimum 
sacrifice of tissue and the avoidance of deforming 
external operations. 

Conservative measures comprise the following 
procedures: 

1. Local applications of cocaine and adrenalin. 

2. Suction. 

3. Infraction of the middle turbinate or removal 
of the anterior end. 

4. Remove septal deformities when necessary. 

5. Curettage of the anterior ethmoidal cells 
and the naso-frontal duct. 

Where radical methods are demanded the author 
prefers the Knapp or Davis modification of the Killian 
operation for frontal sinus work. 

For ethmoidal work the Mosher intranasal pro- 
cedure is advised. 

For sphenoidal, when involved without the eth- 
moids, the Grayson drill method is selected. 

For antrum work the author prefers the pretur- 
binal method, which conserves the inferior turbinate. 

All of these methods are described in detail. 

Orto M. Rort. 
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Watson-Williams, P.: The Pernasal Operation for 
Frontal Sinus Suppuration by the Anterior 
Route. Lancet, Lond., 1915, clxxxviii, 362. 

By Surg., Gynec. & Obst. 


The author believes that the external (Killian) 
operation on the frontal sinus has not fulfilled the 
brilliant hopes that were raised at the time of its 
introduction, and that the earlier successes reported 
have been discounted by instances of septic osteo- 
myelitis, an almost universally fatal complication, 
even in the hands of skillful operators. In many 
cases very grave deformity has resulted, and, in 
addition, the operation often fails to give the relief 
sought. 

Intranasal methods for obtaining drainage and 
space for lavage by the removal of the anterior end 
of the middle turbinate have long been practiced 
and are of value, but are often, also, insufficient to 
effect a cure. To Ingals is due the credit of intro- 
ducing the method of following up the frontonasal 
duct and entering the sinus through the normal 
ostium. All subsequent intranasal methods are 
developments of the Ingals operation. The author 
believes most of these to be dangerous, and advances 
his own operation as being comparatively safe. 
After a review of the topographical anatomy and 
calling attention to the agger nasi cells lying in 
front of the free end of the middle turbinate, he 
points out that it is the presence of these cells that 
Mosher has utilized in his well-known operation, 
but Mosher works from above downward, while the 
operation advocated by the author begins below 
and anterior to the middle turbinate and continues 
upward to the frontal sinus, ‘without destroying 
any part of the vertical plate of the ethmoid,” 
a point he thinks of much importance, since he says 
it does not involve fracturing through the vertical 
plate in close proximity to the cribriform plate and 
laying open venules and lymphatics in this danger- 
ous area to infection. Williams’ operation may 
be done with cocaine, but he much prefers general 
anesthesia. His technique is simply to cut through 
the most anterior attachment of the middle tur- 
binate with a conchotome and continue biting up- 
ward through the anterior cells to the crista nasalis. 
In the same manner the cells lying behind the 
duct are then removed to any necessary extent. 
Sounds are passed into the sinus and all project- 
ing edges removed. Often this will suffice, but 
if enough room has not been secured by these 
measures, the nasal crest may be rasped away, but 
it is much preferable to use a guarded burr for 
this purpose. The advantage claimed for the 
burr is that the mucous membrane of the posterior 
wall is left intact and the bone only laid bare 
anteriorly. 

He advocates the use of from 30 to 50 ccm. of 
polyvalent antistreptococcus serum immediately 
before the operation, followed by the administra- 
tion of sensitized vaccines. Sounds should also 
be passed at regular intervals after the operation 
to ensure the permanency of the opening made. 


Over one hundred frontal sinuses have been treat- 
ed in this way by the author, who claims that many 
have been cured and nearly all relieved. In a few 
instances he was unable to reach the sinus per- 
nasally. GrorcE M. Coates. 


Warren, E. L.: Plastic Operation for Dislocated 
Columnar Cartilage of the Nose. Laryngo- 
scope, 1915, XxV, 81. By Surg., Gynec. & Obst. 


After injecting the region of the deformity sub- 
cutaneously with 2 per cent cocaine or novocaine, 
a vertical incision is made through the skin just in 
front of the mucocutaneous junction. Dissection 
is carried out by means of a dull narrow-bladed 
scalpel down to the posterior edge of the columnar 
cartilage, which edge is then grasped with a small, 
curved hemostat forceps. The perichondrium is 
separated from the cartilage below to its lower end 
and above to the upper limits of the deformity, 
where the cartilage is cut across and the piece re- 
moved en masse. The redundant strip of skin is 
removed and the wound closed with three inter- 
rupted sutures. No packing is used. 

Otto M. Rort. 


THROAT 


Casselberry, W. E.: Infective Lymphoid Growths 
of the Laryngopharynx, Secondary to Sinus 
Suppuration. J. Am. M. Ass., 1915, lxiv, 576. 

By Surg., Gynec. & Obst. 


The qualities characterizing this type of lym- 
phoid hyperplasia are: 

1. A conspicuous enlargement of the smaller 
clusters and single follicles. 

2. An apparently diffused lymphoid infiltration 
of adjoining tissue. 

3. A decided disposition to redevelopment after 
excision. 

4. A recognition of its situation as being in the 
pathway of a sinus discharge. 

The sinus discharge need not amount to actual 
pus; hence the source may often be overlooked 
while the disease is present but in attenuated yet 
virulent forms. 

The following are favorite sites for this type of 
hyperplasia: 

1. In the vicinity of the eustachian orifice. 

2. In the lateral angles of the pharynx. 

3. In the tonsillar region. 

4. In the tonsil itself (a) as an infective tonsillitis 
with semipurulent instead of cheesy substance in 
the crypts, or (b) as a perniciously active hyper- 
plasia overlapping the usual bounds. 

5. In the larynx, where the small follicles on the 
rim of the larynx may undergo an immense hyper- 
plasia, developing into tumor-like growths, which 
occupy the space of the laryngopharynx, and here- 
tofore known as “lymphoma.” In two cases the 
author found this mass, by cultural, microscopic 
and vaccine methods, to be of microbic origin. 

Otto M. Rort. 
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MOUTH 


New, G. B.: Cystic Odontomata. J. Am. M. Ass., 
1915, lxiv, 34. By Surg., Gynec. & Obst. 


The author considers the subject under two 
classes —the simple cysts and the adamantinomata. 
The simple cysts are divided into two types: 
(1) those including dental or root-cysts, and (2) 
those usually called follicular. This paper reviews 
26 cystic odontomata: 21 are of the simple type 1, 
6 are of type 2, and 8 are adamantinomata; all 
are from the Mayo Clinic. Simple cysts of type 1 
are the most common in the jaws. Magitot in 
1872 published the first important work on the 
subject of cystic odontomata and attributed their 
origin to the development of embryonal dental 
tissue. Molassez in 1885 found masses of cells 
about the roots of teeth in adult jaws and concluded 
that they were the remains of the dental ridge, the 
epithelial cord, and the outer layer of the enamel 
organ, and concluded that all cystic odontomata 
were derived from this group of cells. In this 
series of 12 cases 6 occurred in the upper jaw and 
6 in the lower. Of those in the upper jaw 4 
were in the incisor region and one in the bicuspid. 

In the lower jaw 3 were in the incisor region, 2 
in the bicuspid, and one in the molar region. 

It is a debatable point whether these cysts are 
derived from supernumerary anlagen or not, as 
they are frequently in the same location. Their 
development, according to consensus of opinion, 
is due to irritation or stimulation, as they are most 
frequently found in connection with teeth whose 
pulps have been lost, but may occur from irritation 
of erupting teeth or other peridental inflammation. 
They occur at almost any age; they contain fluid 
and leave an epithelial lining, which may in some 
places be lost. 

Type 2, according to Bland-Sutton, represents 
an expanded tooth follicle. They occur with equal 
frequency in either jaw and are usually in the 
bicuspid and molar regions. 

This type occurs during or shortly after second 
dentition, except those in connection with the third 
molar, which develop later in life. 

It was noted that a tooth was missing from the 
arch and that a partially developed tooth was found 
in the cyst, the crown being usually completed and 
the root partially formed. While the cysts are 
formed in early life they are of slow growth. In 
one of the cases here reported the patient, a man 
69 years of age, who had had a tumor of the angle 
of the jaw for 42 years, which within the last 6 


months began to enlarge. It contained a partially 
developed molar and a specimen from the growth 
proved to be epithelioma. 

The author reports a number of cases of adaman- 
tinomata from the literature and then takes up the 
pathology as follows: The adamantinomata on 
section present solid and cystic areas, the cystic 
areas being from pin-head to walnut size. They 
appear to have a smooth lining, and fibrous or bony 
septa are seen separating the various cysts which 
contain a thin yellowish fluid. The solid areas 
have a red tint and are granular owing to many 
minute cysts. 

Microscopically the solid areas consist of a 
fibrous tissue stroma and columns of epithelial cells. 
These columns may be elongated, rounded, or 
arranged in the form of acini, and may present many 
irregular forms. Two types of epithelial cells are 
found: the typical columnar cell with the nucleus 
placed near the pole away from the stroma, and the 
differentiated cells from this type — the polygonal 
cell and a stellate cell, which form the main mass 
of the epithelial columns. These cells are analogous 
to the cells that form the enamel organ. Areas of 
transitional forms from the solid cords to the small 
cysts are seen. The stellate cells are seen under- 
going disintegration, their place being taken by 
cystic cavities, at first quite small, then becoming 
larger. 

Stellate cells gradually disappear and are replaced 
by the fluid of the cyst. As the cyst increases in 
size the columnar cells are left alone to line the cyst, 
while in the yet larger cyst these have disappeared 
and the wall consists of fibrous tissue only. 

Diagnosis and treatment of types 1 and 2 are 
not difficult with the aid of the réntgenogram. 
The adamantinoma will show a multilocular forma- 
tion and with the history and examination will offer 
little difficulty, except in cases of giant-cell sarcoma, 
where at times the differentiation must be made at 
the operation or by the microscope. 

The treatment of cysts of the first group requires 
only thorough curettage and packing. 

The adamantinomata require a more radical 
treatment, as the condition will recur if a small 
portion of the tumor is left; consequently a resec- 
tion, if possible, followed by the implantation of a 
portion of a rib, is most satisfactory. 

All of the 8 cases operated upon in the Mayo 
Clinic have been operated upon within the last 
two and one-half years, and as recurrence is fre- 
quent the cure of these cases can as yet not be 
determined. H. A. Ports. 
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